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• Electrocardiograms  (including  in-home) 


The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 
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CORRECTION 

In  the  November  issue  of  the  Delaware  MedicalJournal,  the  photographs  for 
Figure  3 and  Figure  4.  on  page  735  in  the  article  “Repair  of  Pectus  Excavatum 
Employing  Internal  Steinmann  Pin  Strut  Technique”  were  reversed.  The 
editors  regret  their  error.  Below  are  the  figures  with  their  correct  legends. 


FIGURE  3 

A typical  postoperative  x- 
ray  showing  the  Steinmann 
pin  strut  in  position.  Note 
the  drain  in  the  substernal 
space. 


FIGURE  4 

Five  year  old  boy  with  typi- 
cal postoperative  appear- 
ance at  six  months.  Com- 
pare excellent  posture,  and 
self-confident  appearance 
with  preoperative  appear- 
ance displayed  in  Figure  1. 


LJOW  to  test  the  waters  of 
restarting  a new  practice 


without  the  fear  of 


drowning. 


Omega  Medical  Center 
affords  an  exciting, 
economical  and 
remarkably  easy  way  to  start  up  a prac- 
ce.  We  offer  a flexible  selection  of  office 
tes,  technical  staff,  bookkeeping, 
rds,  billing,  reception,  lab  and  diag- 
ic  services  to  fit  your  growing  needs. 
Call  Deirdre  O’Connell  at  302/368-5100 
to  look  at  our  life-saving  ideas  for  keep- 
ing your  new  practice  afloat. 


mega  Medical  Center  • Located  opposite  the  new  Christiana  Hospital 
15  Omega  Drive,  Building  K • Newark,  Delaware  19713  • 302/368-5100 
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THE  DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION*  RHEUMATOLOGY  NEWS 


LUPUS  AND  PREGNANCY 


Systemic  lupus  erythematosis  affects  women 
in  the  child-bearing  years  more  commonly  than 
any  other  epidemiologic  group.  The  etiology 
of  this  illness  is  unknown  but  many  factors  have 
been  defined  that  have  a bearing  on  etiopatho- 
genesis.  These  include  immuno-genetic  factors 
(increased  frequency  of  HLA-DR-3  and  DR-2 
haplotypes)  and  environmental  factors  (induc- 
tion of  lupus  syndrome  by  several  drugs  and 
induction  of  lupus  flares  by  alfalfa  sprouts). 

In  addition,  hormonal  factors  seem  to  play  a 
major  role  in  disease  expression.  This  has  been 
well  demonstrated  in  annual  models  of  the  dis- 
ease and  there  is  additional  in  vitro  data  sup- 
porting the  modulation  of  lupus  by  sex  steroids. 
The  most  cogent  clinical  observation  in  this  re- 
gard is  the  exacerbation  of  lupus  by  pregnancy. 
What  should  we  counsel  patients  with  lupus, 
therefore,  about  becoming  pregnant? 

I First,  there  are  no  pat  answers— only  individ- 
I ual  physician’s  philosophies.  Among  the  experts, 
j these  philosophies  vary  from  minimal  concern 
i about  pregnancy  to  strong  advice  against  it. 
! The  published  data  examining  this  issue  are 
! largely  from  university  obstetrical  or  rheuma- 
i tology  services  whose  special  interest  in  lupus 
i might  bias  their  referral  patterns  and  their  con- 
1 elusions.  It  does  seem  clear,  however,  that  lupus 
i can  exacerbate  during  or  shortly  after  pregnancy. 
! The  flare  can  be  severe  and  associated  with  ac- 
] tive  nephritis.  There  is  no  agreement  as  to  how 
' often  this  occurs,  but  it  may  be  as  frequent  as 
I 50  percent.  Disease  activity  serologically  or 
[ clinically,  and  especially  active  nephritis  in  the 
! six  months  preceding  conception  is  particularly 
j predictive  of  disease  flare. 

I 


Once  conception  has  occurred  the  patient 
requires  close  monitoring  by  obstetrician  and 
intemist/rheumatologist.  The  frequency  of  visits 
and  lab  studies  can  be  individualized,  but  should 
be  at  least  monthly  and  more  frequent  in  the 
final  trimester  and  initial  month  post-partum. 

The  risk  to  the  fetus  is  relatively  small  except 
when  the  mother  exhibits  anti-Ro  antibodies  or 
a circulating  anti-coagulant.  Both  tests  should 
be  obtained  prior  to  conception  or  early  in  preg- 
nancy. Anti-Ro  antibodies  correlate  with  con- 
genital heart  block  and  the  (short-lived)  neo- 
natal lupus  syndrome.  Conversely,  a fetal 
bradycardia  in  an  asymptomatic  mother  should 
always  alert  the  obstetrician  to  undiagnosed 
lupus  in  the  mother. 

Circulating  anti-coagulants,  usually  picked  up 
by  prolongation  of  the  PTT,  are  special  problems 
for  the  mother.  Paradoxically,  they  are  asso- 
ciated with  an  increased  tendency  for  clinically 
significant  thrombosis,  and  are  a frequent  pre- 
dictor of  habitual  abortion  in  mothers  with  lupus. 
Growing  evidence  supports  the  use  of  cortico- 
steroids, low  dose  aspirin,  and  low  dose  heparin 
in  maintaining  pregnancies  in  these  patients. 

Anti-malarials,  aspirin,  nonsteroidal  therapy, 
and  immunosuppressives  with  the  exception  of 
corticosteroids  are  usually  discontinued  during 
pregnancy.  Steroids  may  be  used  safely  because 
they  are  inactivated  by  the  placenta. 

The  final  counsel  to  any  family  should  be: 
Can  the  husband  and  extended  family  give  the 
new  baby  the  necessary  support  if  the  mother 
is  sick  following  delivery? 
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COERCIVE  ADVERTISING 


Product  manufacturers  rely  upon  advertising 
as  the  springboard  for  sales.  This  is  no  great 
revelation,  but  there  have  been  recent  develop- 
[ ments  that  have  changed  some  of  the  implica- 
I tions  for  physicians,  and  the  field  of  medicine  in 
! general.  Physicians  and  patients  have  some- 
; thing  new  with  which  to  deal. 

I 

Certain  medical  or  paramedical  products  and 
i services  are  advertised  directly  to  the  consumer, 
who  is  requested  to  “Ask  the  doctor  to  get  this 
for  you,”  or  told  “It  is  paid  by  insurance  and 
j costs  you  nothing.”  Another  advertising  ploy 
i is  exemplified  by  a pharmaceutical  company 
j which  shows  a skit  demonstrating  claudication 
' and  telling  the  public  that  “Your  doctor  is  able 
j to  arrange  an  effective  program  to  help.”  Nothing 
is  said  directly  about  any  medication,  but  by 
coincidence  it  is  a product  of  the  presenting 
company.  In  other  words,  advertisers  and  pro- 
duct and  service  managers  are  using  advertising 
to  instnict  patients  on  how  to  instruct  their  doc- 
tors. 

; When  a patient  comes  to  a doctor  with  an 
implanted  idea  of  what  service  or  products  he 
needs,  even  though  the  physician  may  disagree 


t! 

l: 

t 
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with  the  need  or  efficacy  of  this  kind  of  service 
or  product,  it  is  very  difficult  to  make  the  hope- 
ful patient  understand.  The  manufactiurer,  in 
effect,  creates  a difficult  situation  in  which  the 
physician  is  placed  between  an  ill  patient  and 
what  appears  to  the  patient  to  be  a “cure.”  In 
some  cases,  the  patient  may  schedule  a doctor’s 
visit  simply  to  get  “doctor’s  permission”  to  use 
the  pi'oduct.  Clearly,  this  costs  the  patient  more 
money.  He  may  even  go  “doctor  hopping”  to  be 
able  to  obtain  the  permission. 

Clearly,  the  issue  of  advertising  directly  to  the 
public  services  and  products  which  can  be  pre- 
scribed only  by  phyisians  needs  to  be  addressed, 
for  the  good  of  doctors,  patients,  and  insurance 
companies. 


John  H.  Benge,  M.D. 
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LIVER  TRAUMA  AND  BILE  LEAK:  THE  VALUE 
OF  LIVER  AND  HEPATOBILIARY  IMAGING- 
A CASE  REPORT 


Nabil  F.  Wabsal,  M.D. 
ViDYA  V.  Sagab,  M.D. 
D.  Beth  Price,  M.D. 
Patrice  A.  Wise,  B.S.,  C.N.M.T. 


Technetium-99m  labeled  Sulfur  Colloid  liver 
scan  is  a useful  method  in  the  clinical  follow-up 
evaluation  of  hepatic  trauma  to  assess  the  reso- 
lution of  lesions  of  the  liver  and  spleen.  Tech- 
netium-99m  labeled  Disofenin  (DISIDA)  can 
demonstrate  hepatobiliary  disease  or  extrahepa- 
tic  collections  of  bile.^’^  Both  procedures  are 
helpful  diagnostic  modahties  in  liver  trauma 
with  suspected  bile  leak.  These  recent  ad- 
vances in  diagnostic  nuclear  medicine  have  been 
a great  aid  in  the  recent  trend  toward  conserva- 
tive management  of  many  intra-abdominal  in- 
juries, especially  of  the  liver  and  spleen.  The 
following  case  report  illustrates  the  usefulness 
of  both  procedures  in  the  evaluation  of  liver 
trauma. 

Case  Report 

A four  and  a half  year  old  boy  was  hit  on  his 
left  side  by  a car.  He  lifted  about  two  feet  into 
the  air,  landing  on  his  right  side.  In  the  emer- 

Dr.  W^rsal,  of  the  department  of  surgery  at  The  Medical  Cen- 
ter of  Delaware,  is  a clinical  assistant  professor  at  Jefferson 
Medical  bcnool. 

Dr.  Sagar  is  an  associate  in  the  department  of  nuclear  medicine 
at  The  Medical  Center  of  Delaware. 

Dr.  Price  is  a surgical  resident  at  The  Medical  Center  of 
Delaware. 

Ms.  Wise  is  a nuclear  medicine  technologist  at  The  Medical 
Center  of  Delaware. 
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gency  room  he  was  alert  and  oriented  with  no 
history  of  loss  of  consciousness,  but  complain- 
ing of  epigastric  pain. 

On  physical  examination,  his  blood  pressure 
was  110/70;  respirations,  18 /min;  and  pulse,  106/ 
min.  He  was  in  moderate  distress,  alert  and 
crying.  The  abdomen  was  flat  and  soft  with 
tenderness  over  the  epigastrium  and  right  upper 
quadrant.  There  was  no  guarding  or  rebound. 
Bowel  sounds  were  hypoactive.  There  were 
multiple  abrasions  and  ecchymoses  of  the  left 
medial  thigh  and  buttock. 

Hemoglobin  was  12.1  g/dL,  hematocrit,  36 
per  cent,  white  blood  count,  8,500/cu.  mm.  The 
rest  of  the  hemogram  was  normal.  SCOT,  905 
U/L;  LDH  was  520  U/L;  alkaline  phosphatase, 
192  U/L,  bilirubin,  0.5  mg/dl;  amylase,  94  U/L 
and  lipase,  32  U/L;  urinalysis  was  normal.  A 
peritoneal  tap  was  done  at  which  time  300  cc 
of  saline  were  infused  which  produced  bloody, 
bile-stained  fluid  with  4,000  RBCs/cu.mm. 

X-ray  of  the  abdomen  showed  only  a mild  de- 
gree of  gastric  distention.  X-rays  of  the  cervical 
spine,  chest,  pelvis,  and  left  femur  were  normal, 
as  was  the  IVP. 
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A liver  and  spleen  scan  was  performed  after 
the  intravenous  administration  of  2mCi  Tech- 
netium 99m  Sulfur  Colloid  (74MBq).  A dy- 
namic flow  study  was  followed  by  static  images 
obtained  on  an  Anger  camera  (Siemens  Scin- 
tiview  I standard  field  of  view)  using  converg- 
ing collimation.  The  patient  was  in  a supine 
position  with  the  camera  in  close  proximity  to 
the  anterior  abdomen.  The  detector  was  cen- 
tered to  include  the  region  of  the  liver  and 
gallbladder.  Additional  views  in  posterior,  lat- 
eral and  oblique  projections  were  also  done. 
The  study  demonstrated  a large  area  of  decrease 
in  uptake  in  the  mid-portion  of  the  right  lobe. 
(Fig.  1)  Hepatobiliary  imaging,  24  hours  post- 
admission, using  2 mCi  Technetium  Disofenin 
( 2.6  Diisopropylphenylcarbamoylemethyl  imino- 
diacetic acid)  DISIDA,  revealed  distribution  of 
DISIDA  along  the  lateral  and  inferior  aspect  of 
the  abdomen.  (Fig.  2) 

CT  scan  of  the  abdomen  confirmed  the  find- 
ing of  the  radionuclide  scan  of  a liver  lacera- 
tion with  intraparenchymal  hematoma  and  a 
moderate  amount  of  intraperitoneal  fluid  ad- 
jacent to  the  posterior  lobe  of  the  liver. 

Clinical  Course 

The  patient  was  admitted  to  the  pediatric 
ICU  where  a nasogastric  tube  was  inserted. 
Serial  hemoglobin  and  hematocrits  were  per- 
formed. The  hemoglobin  dropped  two  grams 
and  the  hematocrit  six  percent  in  24  hours,  then 
stabilized.  The  patient  was  kept  NPO  for  one 
week  during  which  time  intravenous  hyperali- 
mentation was  given,  then  advanced  from  clear 
liquids  to  a regular  diet.  He  was  discharged 
on  limited  activ^ities  after  two  weeks.  Prior  to  dis- 
charge the  hemoglobin  was  13.4  g/dL  Gm,  the 
hematocrit,  40  percent;  and  the  liver  enzymes 
had  returned  to  normal.  No  blood  transfusion 
was  given.  Follow-up  imaging  of  the  liver 
showed  resolution  of  the  documented  liver  de- 
fects. (Fig.  3)  A repeat  hepatobiliary  scan  show- 
ed a normal  pattern  of  excretion  through  the 
biliary  channels.  (Fig.  4) 

Discussion 

Trauma  is  the  number  one  cause  of  death 
between  the  ages  of  one  and  thirty-six,  and  is 
increasing  in  incidence  in  our  society.®  The 


liver  and  spleen  are  commonly  injured  organs, 
particularly  in  the  pediatric  population.  Such 
injury  is  most  frequently  the  result  of  blunt 
trauma.^  Due  to  the  flexibility  of  a child’s  rib 
cage,  less  protection  is  provided  to  these  organs 
during  trauma  than  in  an  adult.  Associated 
bony  and  soft  tissue  injuries  may  also  be  less 
evident,  failing  to  alert  the  examiner  to  the 
possibility  of  serious  intra-abdominal  injury.  The 
ability  of  a child’s  cardiovascular  system  to  re- 
spond physiologically  to  the  stress  of  significant 
hemorrhage  from  splenic  or  hepatic  injury  may 
also  delay  an  accurate  initial  diagnosis.® 

Due  to  the  rapid  loss  of  large  amounts  of 
blood,  hepatic  injuries  are  generally  more  life 
threatening  than  splenic  injuries.  The  right 
lobe  of  the  liver  is  the  most  frequently  injured 
anatomic  site.  Liver  injury  in  children  is  most 
commonly  the  result  of  blunt  trauma.  Forty 
per  cent  of  children  less  than  ten  years  old  with 
major  hepatic  trauma  die  before  or  soon  after 
reaching  the  emergency  room.  A significant 
number  arrive  in  a hemodynamically  unstable 
state  requiring  immediate  laparotomy. 

With  the  advent  of  newer  scanning  techniques, 
including  CT  scan,  technetium  radionuclide  scan, 
and  angiography,  such  hepatic  injuries  can  be 
identified  in  the  hemodynamically  stable  patient 


FIGURE  1 

A liver  scan  in  the  right  lateral  projection  dem- 
onstrating a large  area  of  decreased  uptake 
through  the  mid-portion  of  the  right  lobe. 


12 


Del  Med  Jrl,  Jan  1986— Vol  58,  No  1 


Liver  Trauma  and  Bile  Leak—Warsal 


FIGURE  2A 

Anterior  view  of  the  hepatobiliary  system  at  24 
hours  post-trauma.  Note  the  distribution  of  the 
tracer  along  the  lateral  and  inferior  portions  of 
the  abdomen. 


FIGURE  2B 

A lead  "blocker"  placed  over  the  gallbladder 
eliminates  its  increased  activity  and  better  de- 
lineates the  pattern  of  free  bile  in  the  peri- 
toneum. 


FIGURE  3A,  3B 

A repeat  liver  scan  in  the  right  lateral  view  (one  and  two  weeks  post-trauma,  respectively),  shows 
progressive  resolution  of  the  defects  in  the  liver. 


FIGURE  4A,  4B 

Follow-up  hepatobiliary  images  obtained  one  month  post-trauma  showed  a normal  pattern  of  ex- 
cretion through  the  biliary  system. 


Del  Med  Jrl,  Jan  1986— Vol  58,  No  1 


13 


Liver  Trauma  and  Bile  Leak—Warsal 


without  resorting  to  the  risk  of  surgery  for  diag- 
nosis. Non-operative  management  of  major  he- 
patic trauma  in  hemodynamically  and  otherwise 
stable  patients  has  now  been  reported  from 
many  centers. 

Radionuclide  liver  scan  is  a diagnostic  mo- 
dality for  the  assessment  of  functioning  reti- 
culoendothelial cells,  hepatocellular  disease,  and 
liver  trauma.  Although  hepatobiliary  imaging, 
using  IDA  derivatives,  was  developed  primarily 
for  the  evaluation  of  acute  cholecystitis  and 
cystic  duct  patency,  it  is  also  useful  in  demon- 
strating bile  leak  from  liver  trauma. 

The  DISIDA  compounds  are  concentrated  by 
hepatocytes  and  excreted  into  the  biliary  tract. 
With  liver  trauma,  the  sulfur  colloid  scan  de- 
lineates areas  of  decrease  in  uptake  of  the  radio- 
tracer  in  the  region  of  trauma.  A bile  leak 
is  characterized  by  any  abnormal  accumulation 
of  DISIDA  outside  of  the  normal  biliary  tract 
and  upper  small  intestine.  The  configuration 
of  the  bowel  is  easily  recognizable  in  these 
images.®  In  our  patient,  the  first  set  of  images 
showed  a “gutter”  pattern  of  distribution  along 
the  dependent  portions  of  the  peritoneal  cavity 
suggestive  of  free  bile.  Similarly,  healing  trauma 
shows  a decreasing  size  of  the  “defect”  on  the 
sulfur  colloid  liver  scan  as  happened  in  our  pa- 
tient. 

Sulfur  colloid  liver  scan  and  hepatobiliary 
images  are  helpful  in  documentation  and  reso- 
lution of  focal  traumatic  lesions  and  bile  leak- 
age. The  clinical  knowledge  they  provide 
allows  non-operative  therapy  or,  if  needed,  more 
conservative  surgery  in  the  management  of  liver 
injuries  in  children  who  are  hemodynamically 
stable,  resulting  in  lower  morbidity  and  mor- 
tality.'^ 
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SOLITARY  LUNG  LESION  WITH  CAVITATION  DUE 
TO  NECROTIZING  SARCOID  GRANULOMATOSIS 


John  J.  Chabalko.  M.D. 


Case  Report 

A forty-nine-year-old  woman  had  an  abnormal 
chest  radiograph  on  routine  examination.  She 
admitted  to  a non-productive  cough  of  two 
months  duration  but  was  otherwise  well.  There 
was  a past  history  of  asthma  in  remission  for 
seven  years.  She  was  a lifelong  non-smoker, 
had  no  unusual  travel  history  or  occupational 
exposure,  and  was  taking  no  medications  regu- 
larly. 

Initial  examination  revealed  no  abnormal  find- 
ings. She  was  afebrile.  Complete  blood  count, 
blood  chemistry,  examinations  including  liver  en- 
zymes, and  urinalysis  were  normal.  Pulmonary 
function  studies  demonstrated  a mild  restric- 
tive impairment.  Intermediate-strength  PPD 
was  non-reactive. 

The  chest  radiograph  revealed  a localized  in- 
filtrate in  the  left  lung  (Figure  1)  which  on  to- 
mography was  confirmed  to  cavitary,  non-calci- 
fied,  and  posterior  in  location.  (Figure  2)  Be- 
cause of  uncertainty  as  to  the  diagnosis,  an  open 
lung  biopsy  was  performed. 

A lesion,  .75  cm  x 2 cm,  with  a nodular  con- 
sistency was  removed  from  the  superior  seg- 
ment of  the  left  lower  lobe  while  a left  explora- 
tory thoracotomy  was  performed.  No  other 

Dr.  Chabalko  is  a pulmonary  specialist  in  practice  in  Wilming- 
ton, Delaware  and  an  associate  in  the  department  of  medicine  at 
The  Medical  Center  of  Delaware. 


nodules  were  palpated  and  there  were  no  en- 
larged hilar  or  mediastinal  nodes. 

Histologic  examination  of  the  resected  speci- 
men showed  granulomatous  vasculitis  and  granu- 
lomatous pneumonitis.  There  were  numerous 
isolated  and  confluent  non-caseating  granulomata 
associated  with  areas  of  parenchymal  necrosis 
and  interstitial  pneumonitis.  Most  of  the  granu- 
lomata had  central,  large  multinucleated  giant 
cells  and  some  had  variable  degrees  of  central 
eosinophilic  necrosis.  Adjacent  bronchioles  were 
compressed  by  the  granulomatous  reaction  with 
resultant  plugging  by  macrophages  and  inflam- 
matory cells.  Special  stains  were  negative  for 
bacteria,  fungal  forms  and  acid-fast  bacilli.  Cul- 
ture of  the  specimen  grew  three  colonies  of 
Mycobacterium  gastri  which  was  not  considered 
to  be  significant  in  the  etiology  of  the  lung 
lesion.^  Bacterial  and  fungal  cultures  were  nega- 
tive. 

Discussion 

Necrotizing  sarcoid  granulomatosis  (NSG)  is 
a form  of  pulmonary  granulomatosis  with  angiitis 
in  which  numerous  sarcoid-like  granulomata  and 
variable  parenchymal  necrosis  exist  with  vascu- 
litis.- Bronchi  and  bronchioles  are  also  com- 
monly involved.  The  pathologic  changes  are  of 
a non-infectious  etiology  and  cultures  and  smears 
of  lung  tissue  show  no  evidence  of  bacterial, 
fungal,  or  mycobacterial  infection.-^  Although 
the  etiology  of  NSG  is  unknown,  one  recent 
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Solitary  Lung  Lesion  with  Cavitation— Chabalko 


FIGURE  1 


Solitary  Lung  Lesion  with  Cavitation. 

study  suggests  the  possibility  of  a hyper-sensi- 
tivity reaction  to  Aspergillus  antigen.^  While 
the  disease  is  almost  invariably  limited  to  the 
lungs,  extrapulmonary  involvement  has  been 
described.^  ® Patients  may  be  asymptomatic 
or  have  variable  pulmonary  and  systemic  com- 
plaints such  as  cough,  hemoptysis,  chest  pain, 
dyspnea,  fever  and  weakness. 

The  radiographic  presentation  of  necrotizing 
sarcoid  granulomatosis  is  variable.  This  entity 
may  appear  as  multiple  bilateral  nodules,  ill- 
defined  bilateral  infiltrates,  or  as  a solitary 
lesion.^’^  ® Radiographic  evidence  of  cavitation 
is  reported  infrequently.^'*®  However,  multiple 
cavitary  nodules  and  cavitation  of  a localized  in- 
filtrate as  occurred  in  this  patient  have  been 
described.*  Enlarged  hilar  lymph  nodes  may  be 
seen  with  variable  frequency.-’®  * 

Lung  biopsy  is  necessary  for  the  definitive 
diagnosis  of  NSG  as  radiographic  findings  are 


FIGURE  2 


Solitary  Lung  Lesion  with  Cavitation. 


entirely  non-specific.  The  prognosis  is  quite 
good  compared  to  other  forms  of  pulmonary 
angiitis.  The  course  of  NSG  is  similar  to  ordinary 
sarcoidosis.®  In  many  instances,  the  disease  has 
either  stabilized  or  improved  with  no  therapy 
or  with  corticosteroids.®’*  Localized  disease  has 
a very  low  recurrence  rate  following  surgical 
removal.*’® 


The  patient  has  remained  well  with  no  evi- 
dence of  further  lung  lesions  for  18  months  after 
surgery. 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information, 
contact  the  Journal  office,  658-3957. 


PHYSICIANS:  VASSALS  OF  CORPORATE 
AMERICA? 

Governor  Castle  appointed  a blue-ribbon  panel, 
the  Health  Care  Cost  Management  Commission, 
which  will  focus  on  increasing  costs  of  health 
care  for  both  private  industry  and  state  govern- 
ment. Both  the  stated  focus  of  the  commission 
and  its  composition  are  suspect.  It  is  urgent 
that  Delaware  physicians  give  their  full  attention 
to  the  activities  of  this  panel. 

No  doubt  industry  and  government  would  like 
to  reduce  outlays  for  medical  care  and  no  doubt 
ways  can  be  found  to  do  so,  many  of  them  dra- 
conic. But  the  overriding  issue  is  whether  it 
can  be  done  without  further  injury  to  the  quality 
of  medical  care  available  to  the  citizens  of  Del- 
aware. Without  knowledge  of  the  inner  work- 
ings involved  in  the  dispensation  of  medical 
care,  it  is  difficult  to  see  how  rational  value 
judgments  can  be  made  whether  a given  cost 
reduction  would  be  detrimental,  beneficial,  or 
neutral  in  its  impact. 

Five  of  the  commission  members  are  or  were 
state  ofiicials  in  the  Department  of  Health  and 


Social  Services  or  the  state  finance  department. 
Historically,  the  ongoing  chaos  has  taken  place 
or  is  taking  place  “on  their  watch.” 

Four  other  members  are  employees  of  industry 
who  are  being  paid  to  represent  their  employers. 
The  function  of  industry  is  to  limit  costs  and 
generate  profits.  As  T.  Boone  Pickens,  chief 
executive  officer  of  Mesa  Petroleum  Company, 
pointed  out,  the  role  of  management  in  industry 
is  to  increase  the  wealth  of  stockholders.  Social 
benefits,  if  any,  are  a serendipitous  by-product, 
not  an  objective.  These  nine  appointees  repre- 
sent a solid  majority  of  the  fourteen  members 
of  the  commission. 

Endorsing  the  American  premise  of  represen- 
tative government,  it  is  acknowledged  that  the 
legislators  on  the  panel  seek  to  improve  the 
medical  care  for  their  constituents  as  well  as  to 
cut  cost. 

The  presence  of  a farmer  is  a happy  appoint- 
ment. The  delivery  of  rural  medical  care  is 
usually  more  difficult  and  costly  and  calls  for 
special  consideration. 

Having  an  eminent  jurist  fulfills  an  important 
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need.  The  cost  of  litigation  contributes  signifi- 
cantly to  the  increase  in  medical  care  expense. 
Access  of  any  citizen  to  a fair  and  impartial 
hearing  must  not  be  denied  in  the  event  of  al- 
leged injury.  Nevertheless,  our  present  system 
of  “trial  by  ambush”  diverts  disproportionate 
amounts  of  the  award  to  others  than  the  injured. 
“Justice  delayed  is  justice  denied,”  either  to  the 
injured  patient  or  the  blameless  physician,  which- 
ever the  case  may  be.  The  half-decade  required 
for  resolution  of  litigation  prolongs  and  intensi- 
fies the  emotional  distress  of  both  plaintiff  and 
defendant,  and  is  a travesty  of  justice. 

One  educator  has  been  named  to  the  commis- 
sion, the  chairperson  of  the  department  of  nurs- 
ing at  Delaware  State  College.  The  inclusion 
of  a medical  educator  would  also  be  valuable. 

It  is  a duty  of  physicians,  albeit  a justifiably 
self-serving  one,  to  participate  in  the  work  of 
this  commission.  It  is  imperative  that  represen- 
tatives of  physicians  in  clinical  practice  be  in- 
cluded in  its  composition.  For  far  too  long, 
panels  of  so-called  “health  care  experts”  have 
been  convened  which  include  administrators,  in- 
surance operatives,  labor  leaders,  etc.  Each 
speaks  for  a different  constituency;  the  patient 
is  not  included  in  any.  Only  physicians  are 
experts  in  the  needs  of  the  sick  and  the  injured. 
Doctors  must  forcibly  shift  the  focus  of  their 
day-to-day  attention  away  from  the  morass  of 
government  regulations,  bureaucratic  red  tape, 
and  the  status  of  their  own  individual  “bottom 
lines,”  and  speak  for  the  benefit  of  patients. 
While  so-called  “health  care  experts”  think  in 
terms  of  “health  care  consumers,”  the  sick  and 
injured  are  first  and  foremost  patients  of  phy- 
sicians. While  the  Mellon  Bank  and  the  DuPont 
Co.  may  be  tenuously  involved  with  paying  for 
patients,  only  doctors  are  committed  to  their 
care.  The  difference  between  involvement  and 
i commitment  is  exemplified  by  ham  and  eggs; 
j the  chicken  is  involved,  the  hog  is  committed. 

Doctors  can  not  neglect  their  duty  to  be  the 
uncompromising  champions  of  their  patients  by 
allowing  amateurs  from  other  professions  to  con- 
tinue to  seduce  the  ear  of  the  public  and,  with 
no  expertise  at  all,  become  ‘Tiealth  care  experts.’ 

The  noose  has  been  closing  about  the  necks 


of  physicians  for  a long  time;  only  recently 
have  they  experienced  a choking  sensation  as 
the  process  of  their  subjugation  has  accelerated. 
If  this  process  is  not  reversed,  physicians  will  be- 
come the  vassals  of  corporate  America.  By  then, 
the  quantity  and  quality  of  care  for  the  sick  and 
injured  will  be  decreed  in  the  board  rooms  of 
industry,  predicated  upon  profit  margins  and 
price-earnings  ratios,  not  upon  the  highest  pre- 
cepts of  the  Judeo-Christian  ethic  which  the 
profession  of  medicine  should  represent. 

Harold  S.  Rafal,  M.D. 


DELAWARE'S  BEST  DOCTORS? 

NON  MEA  CULPA 

Some  months  ago  a young  woman  called  me 
from  Delaware  Today.  She  informed  me  she 
was  writing  an  article  on  Delaware’s  best  doc- 
tors, and  asked  me  to  tell  her  the  names  of  the 
doctors  whom  other  doctors  go  to  in  any  or  all 
of  the  specialties  of  which  I had  knowledge. 

The  reporter  told  me  that  Philadelphia  Maga- 
zine found  such  an  article  a popular  success, 
defined,  I supposed,  as  being  very  well  read 
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and  being  highly  talked  about.  After  hearing 
her  out,  I told  her  I would  not  cooperate  with 
the  project  because  I felt  that  such  an  article 
would  serve  no  useful  purpose  for  its  readers  as 
she  could  not  produce  a vahd  list. 

Some  months  later  an  acquaintance  of  mine 
who  is  involved  with  medical  publishing  in  Phil- 
adelphia asked  me  if  I would  talk  to  Delaware 
Today’s  editor  about  the  story.  I did,  telling 
him  essentially  what  I had  previously  told  the 
reporter,  and  also  offering  to  help  him  choose 
some  ideas  for  other  medical  stories.  Neverthe- 
less, the  December  issue  of  Delaware  Today  fea- 
tured a handsome  picture  of  two  of  our  re- 
spected physicians  on  its  cover  and  a ridiculous 
story  inside.  Furthermore,  I have  found  few 
who  will  admit  to  having  made  nominations  for 
the  list  of  “Delaware’s  Best  Physicians.”  One 
physician  I know  has  asked  about  forty  col- 
leagues: the  only  one  who  admitted  he  was 
called,  a pediatrician,  says  that  he,  as  I,  declined 
to  cooperate.  Where  then  did  the  list  of  nomi- 
nees come  from?  How  did  the  reporter  create 
her  silly  list? 

From  a commercial  standpoint  I have  no 


doubt  the  issue  was  successful:  my  family,  not 
regular  subscribers  to  Delaware  Today,  had 
trouble  finding  an  issue  to  purchase,  only  a few 
days  after  it  came  out.  By  then,  I had  already 
been  told  about  the  article  and  about  some  of 
its  nominees  bv  two  or  three  people  who  had 
seen  it. 

In  my  opinion  it  behooves  the  physicians 
listed  in  this  ridiculous  article  to  publicly  pro- 
test it:  the  goal  was  ridiculous  and  the  final 
product  so  obviously  invalid  as  to  be  worthless. 
The  article  may,  however,  be  hurtful  as  well  as 
ludicrous.  One  colleague  has  told  me  he  has 
seen  it  posted  on  a friend’s  refrigerator,  waiting 
for  the  time  she  needs  a physician  in  any  one 
of  the  specialties  listed. 

Can  the  article  be  deemed  a successful  one 
because  it  sold  a lot  of  magazines?  So  did  the 
infamous  Hustler  issue  with  Vanessa  Williams’ 
pictures;  in  that  one  only  taste,  not  authenticity, 
was  an  issue. 

In  my  opinion  the  article  did  not  truly  rep- 
resent medicine  in  Delaware  today. 

Bkrnadine  Z.  Paulshock,  M.D. 


Nja^t^ATlOM^ 

yjJORK-6  Hop 


T 


No,  no,  Doctor,  it's  the  art  of  subtle  persuasion. 


American  Medical  Association 
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JOSEPH  R.  RUSSO,  M.D. 

Dr.  Joseph  R.  Russo,  a Wilmington  physician 
for  59  years,  died  Thursday,  November  28,  1985 
of  congestive  heart  failure  in  St.  Francis  Hos- 
pital. He  was  85. 

Dr.  Russo,  a general  practitioner,  had  his  office 
in  his  former  home  at  1902  W.  Fourth  Street 
from  1926  until  his  retirement  last  January. 

Dr.  Russo  was  a native  of  Wilmington.  He 
graduated  in  1924  from  Jefferson  Medical  Col- 
lege in  Philadelphia  and  was  the  last  survivor 
of  his  graduating  class.  He  did  his  internship  at 
the  former  Delaware  Hospital  from  1924  to  1925, 
and  his  residency  from  1925  until  he  established 
his  own  practice  the  following  year. 

Dr.  Russo  was  a member  of  the  Medical  Coun- 
cil of  Delaware  and  the  Alumni  Association  of 
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Jefferson  Medical  College.  He  received  a cer- 
tificate of  merit  from  the  American  Medical  As- 
sociation when  he  became  a member  of  its  50- 
Year  Club. 

Dr.  Russo  served  from  1942  to  1946  in  Italy 
and  Africa  with  the  Army  Medical  Corps  during 
World  War  II. 

He  was  a member  of  the  Order  of  the  Sons  of 
Italy  for  more  than  50  years. 

Dr.  Russo  lived  with  his  wife,  the  former 
Josephine  Giampietro,  at  2706  Boulevard  Road, 
Wilmington.  In  addition  to  his  wife,  he  is  sur- 
vived by  a son,  Richard  J.  of  Sherwood  Park;  a 
stepdaughter,  Joan  M.  Suyat  of  San  Francisco; 
two  brothers,  Frank  of  North  Hills  and  Anthony 
of  Buffalo,  N.Y.;  a sister,  Mary  Stella  of  Wil- 
mington, and  five  grandchildren. 
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CONSULTING  PANELS  NEEDED? 

To  the  Editor: 

The  Industrial  Accident  Board  met  recently 
with  interested  physicians  to  discuss  continuing 
workmen’s  compensation  problems.  Td  like  to 
remind  the  Society  of  proposals  made  several 
years  ago  to  respond  to  such  challenges.  While 
many  workmen’s  compensation  oases  may  be 
resolved  relatively  easily,  with  limited  need  for 
specialized  medical  testimony,  the  questions 
raised  are  often  not  simply  resolved. 

Frequently,  more  than  one  type  of  special 
medical  knowledge  is  required  to  decide  a prob- 
lem. The  medical  malpractice  panel  concept 
could  serve  as  a model  for  difficult  work  related 
medical  questions  as  well  as  other  types  of  prob- 
lems involving  patients. 

Why  not  offer  to  have  the  Medical  Society 
take  responsibility  for  providing  appropriate 
consulting  panels  when  they  are  needed  to  es- 
tablish the  medical  facts  in  a case  under  con- 
sideration? Concurrent  multi-disciplinary  con- 
sultations would  most  likely  be  able  to  provide 
far  more  expert  opinion  than  is  usually  possible 
using  the  present  system  of  sequential  individual 


consultations.  A physician,  possibly  one  of  the 
members  of  the  panel,  could  screen  the  case(s) 
and  advise  about  the  appropriate  types  of  con- 
sultants, and  assemble  and  present  the  medical 
laboratory,  x-ray,  historical  data,  and  physical 
findings  to  the  panel  members.  They  should  have 
an  opportunity  to  ask  further  questions  and  ex- 
amine the  patient  if  desired  or  necessary  before 
attempting  to  provide  a consensus  opinion.  If 
agreement  would  not  be  possible,  the  findings 
could  still  be  presented  to  the  Industrial  Acci- 
dent Board,  which  would  continue  to  retain  the 
responsibility  for  making  an  official  decision 
based  on  as  good  a quality  of  evidence  as  pos- 
sible. 

When  such  a panel  is  needed,  its  charges 
could  be  paid  by  workmen’s  compensation  in- 
surance to  the  Medical  Society  who,  in  turn, 
could  compensate  the  physicians  providing  the 
service.  Establishing  fair  fees  may  not  be  too 
difficult  since  there  are  almost  no  precedents 
for  concurrent  consultations. 

The  Medical  Society  should  receive  an  ad- 
ministrative fee  for  its  service.  Since  the  Indus- 
trial Accident  Board  now  has  trouble  obtaining 
medical  testimony,  it  does  not  seem  likely  that 
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such  a program  would  significantly  compete 
with  many  physicians’  current  practices. 

While  there  may  be  some  concern  that  the 
Society  would  be  practicing  medicine,  its  re- 
sponsibility would  be  to  recruit  physicians  and 
to  organize  the  time  and  place.  The  MSD  would 
not  be  making  medical  decisions  but  would  be 
making  it  possible  to  obtain  superior  medical 
concurrent  advice  for  the  patient,  the  insurance 
company,  and  the  industries  concerned.  It  is 
often  hard  for  us,  even  as  physicians,  to  recog- 
nize how  complex  medical  care  has  become,  but 
it  is  even  more  difficult  for  the  patient,  the  in- 
surance carriers,  and  our  government  agencies, 
all  of  whom  often  expect  simplistic  solutions  and 
treatments  of  complicated  problems. 

A demonstrated  ability  to  provide  concurrent 
multi-disciplinary  consultations  could  well  be 
useful  in  many  other  circumstances. 

Robert  W.  Frelick,  M.D. 

Dr.  Frelick  who  is  now  program  director  for  the  community 
clinical  oncology  program  of  the  National  Cancer  Institute,  is  a 
past  president  of  the  Medical  Society  of  Delaware. 
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The  measurement  of  HbA1  c offers 
an  accurate,  convenient,  and  repro- 
ducible index  of  long-term  blood 
glucose  control  in  diabetics. 


Unlike  urine  and  blood  glucose  tests,  HbAI  c meat 
surement  is  not  a momentary  look  at  glucose  |j 
levels,  but  rather  an  indicator  of  the  average  blood  r 
glucose  concentration  over  a period  of  time.  Its  [| 
value  is  not  affected  by  brief  fluctuation  in  glucose'; 
levels,  nor  by  interference  associated  with  the  j; 
measurement  of  total  HbAI.  A single  HbAI  c value 
measured  every  2 to  3 months  serves  as  an  inte-  j| 
grated  index  of  blood  glucose  control  and  provides 
an  objective  view  of  diabetic  control  between  ap-  ji 
pointments.  This  can  be  especially  useful  when  :| 
monitoring  diabetics  during  pregnancy,  a time  whel 
control  is  most  important  for  the  health  of  both 
mother  and  child.  | 

The  amount  of  adult  hemoglobin  that  becomes  ; 
glycosylated  to  form  HbAI  c is  directly  related  to  th  * 
average  concentration  of  glucose  in  the  blood.  In  a,; 
normal  person,  about  3-6%  of  HbA  is  glycosylated,; 
in  the  diabetic,  the  percentage  of  HbAI  c may  dou^j 
ble,  or  even  triple,  depending  upon  the  degree  of 
hyperglycemia.  As  the  blood  sugar  of  a diabetic  , ! 
patient  normalizes,  the  HbA1  c value  will  gradually^^ 
approach  normal  levels,  although  this  will  take 
several  weeks.  | 


HEMOGLOBIN  A1 


LOCAL  OWNERSHIP 
"-PERSONAL  PRIDE 


INC. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 


With  the  availability  of  HbAI  c measurements  it  is  ! 
now  possible,  therefore,  to  accurately  and  objec-  ' 

tively  monitor  long-term  blood  glucose  control.  ; 

1 

We  would  be  pleased  to  provide  you  with  addition- 
information  about  this  new  test,  or  any  of  our  exis[ 
tests  or  profiles.  n 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1985 
PART  I 


The  196th  Annual  Meeting  of  the  House  of  Dele- 
gates, Medical  Society  of  Delaware,  was  called  to 
order  at  the  Delaware  Academy  of  Medicine  Build- 
ing, Wilmington,  Delaware  on  Friday,  November 
15,  1985,  at  1:30  p.m.  with  Daniel  A.  Alvarez, 
M.D.,  President,  presiding. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to 
accept  the  minutes  of  the  1984  session. 

Dr.  Alvarez  then  turned  the  meeting  over  to 
Henri  F.  Wendel,  M.D.,  who  acted  as  Speaker  of 
the  House  for  the  report  of  the  Reference  Com- 
mittees and  other  Society  business. 

REPORTS  OF  THE  OFFICERS 

REPORT  OF  THE  PRESIDENT 

The  activities  of  the  Medical  Society  of  Dela- 
ware during  the  past  year  have  been  numerous  and 
varied.  The  leadership  of  the  Society  has  endeavor- 
ed to  be  responsive  to  the  needs  of  its  members  as 
well  as  to  the  public  in  regard  to  medical  matters. 
The  following  is  an  attempt  to  summarize  the  actions 
of  the  Society  during  the  past  year. 

Our  members  continue  to  be  barraged  with  prob- 
lems proliferated  by  Congress  and  HCFA.  The 
Society  has  been  persistent  in  its  effort  to  influence 
the  decisions  of  our  representatives  in  Washington 
in  matters  of  concern  to  the  medical  profession.  In 
the  spring.  Congressman  Tom  Carper  generously 
arranged  a seminar  in  Washington  for  a delegation 
from  the  Society  to  which  he  invited  representatives 
of  various  government  agencies.  This  seminar  al- 
lowed us  to  become  more  familiar  with  policies  and 
to  address  problems  encountered  with  Medicare  and 
Medicaid  as  well  as  the  malpractice  issue.  A direct 
result  of  this  seminar  (which  I understand  was  the 
first  of  its  type  ever  arranged  by  a Congressman) 
were  further  meetings  with  Medicare  intermediaries 
and  Society  representatives  in  an  effort  to  resolve 
physician  grievances. 

In  spite  of  our  efforts  to  address  the  problem, 
the  membership  continues  to  be  encumbered  with 
a Medicare  fee  freeze  and,  at  this  point,  the  pros- 
pect that  the  freeze  will  be  extended  for  another 


year.  In  addition,  HCFA  continues  to  promote  its 
“Participating  Physician”  concept  as  well  as  manda- 
tory assignment  and  a physician  DRG  option.  I 
would  recommend  that  the  Medical  Society  continue 
its  efforts  to  influence  federal  policy  in  regard  to 
Medicare.  I believe  it  is  the  number  one  problem 
facing  the  practice  of  medicine  today.  Current 
HCFA  policy  is  leading  us  to  a two-tiered  system 
in  which  our  Medicare  patients  will  become  second- 
class  citizens. 

With  much  more  positive  results,  the  Society  was 
active  in  opposing  an  attempt  by  the  chiropractors 
to  have  the  School  Nurse  Handbook  changed  to 
permit  excuses  issued  for  pupils  by  them.  The 
Society  also  took  positions  on  several  health-related 
bills  introduced  in  the  last  State  Legislative  Session. 
I regret  that  our  support  for  legislation  mandating 
seatbelt  use  was  not  effective. 

The  Society  has  also  been  involved  in  several 
issues  relating  to  the  public  health.  The  Society 
strongly  supported  a resolution  asking  the  Governor, 
the  Legislature,  and  appropriate  state  agencies  to 
protect  the  environment.  This  was  in  response  to 
potential  vinyl  chloride  problems  in  the  Delaware 
City  area.  The  Society  recently  appointed  a mem- 
ber of  the  Board  to  represent  the  Society  on  the 
board  of  the  Delaware  Nursing  Center’s  ambulatory 
care  facility  in  the  Hilltop  area  in  an  effort  to  assist 
them  with  maintaining  a high  level  of  care.  Cur- 
rently, the  Society  is  involved  in  assisting  agencies 
involved  in  identifying  areas  in  Delaware  that  may 
be  medically  underserved. 

In  its  traditional  role  as  an  advocate  for  the  wel- 
fare of  the  patient,  the  Society  was  active  in  at- 
tempts to  solve  well-publicized  problems  in  the 
Prison  Health  System.  A joint  venture  with  Kent 
General  Hospital  to  deliver  health  care  to  the  in- 
mates was  not  to  be,  but  I believe  our  involvement 
may  lead  to  better  health  care  policies.  In  other 
attempts  to  guarantee  quality  medical  care  to  our 
patients,  the  Medical  Society  approved  a recom- 
mendation for  the  study  of  Delaware’s  72-hour 
commitment  statute,  and  has  supported  the  concept 
of  physician  assistants  being  licensed  under  the 
Board  of  Medical  Practice  as  well  as  allowing  the 
Board  to  order  temporary  suspension  of  any  license 
to  practice  medicine  if  there  is  a clear  and  immedi- 
ate danger  to  the  public. 
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Probably  the  single  most  controversial  issue  facing 
the  Medical  Society  of  Delaware  during  the  past 
year  has  been  that  of  alternative  care  methods. 
Many  hours  of  study,  consultation,  and  deliberation 
have  characterized  the  Society’s  involvement  this 
year  in  alternative  care  methods.  The  Board  voted 
to  sponsor  Physicians’  Health  Plan  of  Delaware,  an 
IPA  proposed  by  the  New  Castle  Medical  Society, 
but  only  after  a majority  of  members  endorsed  it. 
There  is  still  much  dissension  among  the  member- 
ship in  regard  to  alternative  health  care  delivery. 
I believe  that  the  majority  opinion  among  the 
members  can  be  summed  up  by  saying  that  all 
would  prefer  fee-for-service,  but  since  alternative 
methods  are  being  forced  by  business  as  well  as 
the  insurance  industry,  the  IPA  concept  has  been 
chosen  over  the  closed  HMO  alternative.  As  a 
long-time  supporter  of  fee-for-service,  I personally 
have  accepted  the  IPA  as  the  lesser  of  two  evils. 
I do  want  to  recommend  to  the  Society  that  every 
effort  be  made  to  provide  for  the  needs  of  every 
element  of  the  membership,  those  who  choose  to 
remain  fee-for-service  purists  and  those  who  become 
supporters  of  alternative  care  methods. 

MSDIS,  under  the  able  leadership  of  Ben  Cor- 
ballis  and  the  expertise  of  Anne  Bader,  continues  to 
flourish.  However,  the  Society  can  only  be  frus- 
trated by  the  current  trend  of  events  in  the  area 
of  liability  insurance.  Our  members  are  faced  with 
the  likelihood  of  large  increases  in  premiums,  and 
for  some,  the  unavailability  of  insurance  at  any  cost. 
Be  assured  that  the  leadership  has  done  everything 
possible  to  work  for  coverage  availability  at  the 
most  reasonable  cost  possible. 

As  President  of  the  Medical  Society  of  Delaware 
as  well  as  an  active  member  of  DELRO,  I have 
actively  tried  to  promote  a better  relationship  be- 
tween the  two  organizations,  and  I hope  that  I 
have  done  so.  I would  encourage  more  members 
to  become  involved  with  the  daily  activities  of 
DELRO.  I believe  that  only  strong  involvement 
can  preserve  our  influence  in  the  review  process 
to  which  we  are  all  subject. 

I am  happy  to  report  that  the  Auxiliary  of  the 
Medical  Society  of  Delaware  has  been  reborn.  I 
recommend  that  the  Medical  Society  look  to  the 
Auxiliary  for  the  assistance  that  we  need  in  areas 
of  legislation  and  public  relations.  The  first  step 
of  cooperation  was  taken  when  the  Board  voted 
to  invite  the  President  of  the  Auxiliary  to  attend 
meetings  as  a non-voting  member. 

The  Medical  Society  of  Delaware  has  been  well 
supported  by  DELPAC.  Under  the  capable  leader- 
ship of  Drs.  Peter  Coggins  and  Brett  Elliott,  DEL- 
PAC has  increased  its  membership  and  its  activities. 
A mini-convention  in  Rehoboth  in  May  was  espe- 
cially helpful  to  the  Medical  Society,  as  it  proved 


to  be  informative  to  tbe  membership  as  well  as  a 
forum  for  our  concerns  to  be  brought  to  the  atten- 
tion of  our  legislators. 

It  is  my  sincere  hope  that  the  membership  wfil 
recognize  that  the  Medical  Society  of  Delaware  is 
the  one  organization  that  represents  the  interests 
of  every  Delaware  physician  as  well  as  every  Del- 
aware patient.  Our  profession  is  facing  great 
changes  as  well  as  monumental  interference  in  its 
attempt  to  deliver  health  care.  If  we  are  to  main- 
tain the  level  of  quality  that  our  patients  deserve 
and  have  come  to  expect,  tlien  we  must  all  support 
the  organization  that  speaks  for  all  of  us. 

My  tenure  as  President  of  the  Medical  Society 
of  Delaware  has  been  made  more  difficult  by  my 
distance  from  the  Society  office.  More  than  many, 
I have  had  to  depend  often  on  the  able  assistance 
of  many  of  my  colleagues.  I wish  to  thank  the  other 
officers  who  have  shouldered  some  of  my  respon- 
sibilities. I am  grateful  to  the  committee  chairmen 
as  well  as  every  member  who  served  the  Society 
this  past  year.  Most  of  all,  I extend  my  everlasting 
gratitude  to  Anne  Bader  and  staff,  without  whom 
neither  I nor  the  Medical  Society  of  Delaware  could 
have  functioned. 

The  year  has  brought  me  my  share  of  problems, 
but  I have  been  enriched  by  the  opportunity  to 
serve.  I have  been  proud  to  represent  the  Medical 
Society  of  Delaware  at  numerous  functions  in  Dela- 
ware, in  neighboring  states,  and  at  the  national 
level.  I will  continue  to  be  available  to  serve  the 
Society  in  any  capacity  that  Dr.  John  Benge  or 
those  who  follow  may  see  fit. 

Daniel  A.  Alvarez,  M.D. 

President 

(The  report  was  filed  and  Dr.  Alvarez  com- 
mended for  his  outstanding  leadership  during  the 
past  year.) 

REPORT  OF  THE  VICE-PRESIDENT 

As  originally  conceived,  the  office  of  the  Vice- 
President  was  to  be  a “training  ground”  for  the 
orderly  progression  to  the  office  of  President-Elect 
and  then  to  the  Presidency  of  the  Medical  Society 
of  Delaware.  In  this  light,  I have  endeavored  to 
establi.sh  a meaningful  precedent  in  order  to  aid 
the  Society  in  developing  strong  future  presidential 
leaders. 

During  the  past  year,  the  Vice-President  has 
been  involved  in  the  following  activities; 

1.  Prison  health  services— In  cooperation  with  Mr. 
James  Reber,  Assistant  Director  of  Kent  Gen- 
eral Hospital,  we  established  a subsidiary  of 
the  Medical  Society  of  Delaware  under  the 
nom  de  plume  of  Prison  Health  Services  of 
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Delaware,  Ltd.,  as  a vehicle  to  deliver  quality 
health  care  in  Delaware’s  prison  system.  We 
submitted  a bid  along  with  other  health  care 
delivery  groups,  and  while  we  were  not  suc- 
cessful in  obtaining  the  bid,  it  established  our 
position  as  a group  interested  in  assuring  the 
delivery  of  adequate  health  care  to  the  prison 
population.  It  is  anticipated  that  in  the  future 
this  subsidiary  will  submit  a bid  when  the 
proposals  are  again  put  out  for  bid. 

2.  DELPAC— DELPAC  activities  during  the  past 
year  are  summarized  in  a separate  report.  We 
have  continued  the  practice  established  by 
Dr.  I.  Favel  Cha\’in  of  meeting  with  our  con- 
gressional and  state  legislators.  These  meet- 
ings allow  for  continuing  dialogue  between  the 
members  of  the  Board  of  Trustees  of  the  Medi- 
cal Society  of  Delawai'e  and  our  congressional 
and  state  political  leadership.  This  allows  our 
continuing  input  into  the  political  process.  As 
a direct  outgrowth  of  these  meetings  during 
the  past  year,  we  have  met  on  several  occasions 
with  HCFA  regional  representatives,  senior 
representatives  of  Blue  Cross-Blue  Shield  of 
Delaware  and  Pennsylvania,  and  legislative  as- 
sistants from  Congressman  Thomas  Carper’s 
office  to  air  Medicare  provider  complaints. 
With  rare  exception,  the  majority  of  complaints 
have  been  settled  satisfactorily. 

Because  of  Pennsylvania  Blue  Cross-Blue 
Shield’s  recent  announcement  regarding  drop- 
ping Blue  Cross-Blue  Shield  of  Delaware  as  a 
subcontractor,  we  requested  the  assistance  of 
Delaware’s  congressional  delegation  in  meeting 
with  the  regional  director  of  HCFA  in  an 
effort  to  resolve  the  matter  in  favor  of  local 
representation.  As  of  this  writing,  there  has 
been  no  resolution  of  this  problem. 

3.  IPA-HMO  activities— During  the  presidency  of 
Dr.  Ignatius  J.  Tikellis,  the  Board  of  Trustees 
voted  to  investigate  the  possible  development 
of  an  IPA-HMO,  which  subsequently  was  con- 
sidered during  a special  meeting  of  the  House 
of  Delegates  during  the  presidency  of  Dr.  I. 
Favel  Chavin.  Subsequent  to  this,  the  Board 
of  Trustees  wrestled  with  the  problem  of  the 
Medical  Society  of  Delaware  developing  a 
statewide  IPA-HMO  that  would  be  owned  and 
controlled  by  the  physicians  of  the  Society. 
Based  on  a legal  opinion  at  that  time,  the 
Board  of  Trustees  decided  not  to  proceed  with 
the  development  of  a Society-sponsored  IPA. 
Subsequently,  the  Medical  Association  of  Geor- 
gia voted  to  go  the  same  route  we  considered 
two  years  ago  and  directed  the  officers  and 
staff  of  the  Society  to  establish  a mechanism 
for  an  IPA-HMO.  This  approach  is  also  be- 
ing considered  by  the  Medical  Society  of 
Florida.  Since  that  time  there  has  been  a 


change  in  the  legal  climate,  and  the  State 
Society’s  involvement  is  not  precluded.  The 
danger  of  a plethora  of  IPAs  in  the  state  of 
Delaware,  with  a limited  membership  of  ap- 
proximately 1,000  physicians  in  the  Society, 
is  tliat  it  would  engender  all  sorts  of  internecine 
problems,  pitting  physician  against  physician 
in  an  extremely  closed  group  and  would  cer- 
tainly tend  to  fracbonate  the  membership  and 
undo  all  the  efforts  we  have  made  in  the  past 
in  developing  a cohesive  group. 

The  New  Castle  Medical  Society  established  a 
liaison  committee  to  consider  the  feasibility  of  an 
IPA-HMO  and  included  my  representation  on  that 
committee.  Subsequent  meetings  have  led  to  the 
development  of  an  IPA-PIMO  knowm  as  Physicians’ 
Health  Plan  of  Delaware,  Ltd.,  which  has  obtained 
the  sponsorship  of  the  Medical  Society  of  Delaware. 
In  this  wav  we  will  avoid  the  possibility  of  our  state 
becoming  a battleground  for  multiple  alternative 
delivery  systems  representing  various  insurance  com- 
pany interests. 

With  our  Committee  for  Charitable  Services,  the 
Trustees  established  an  ad  hoc  committee  to  in- 
vestigate the  feasibility  of  establishing  a subsidiary 
of  the  Medical  Society  of  Delaware  for  the  delivery 
of  physicians’  health  seiwices  in  emergency  situa- 
tions. It  is  envisioned  that  medical  SWA’T  teams 
would  be  developed  to  respond  to  domestic  and 
international  crises  in  a timely  manner.  With  the 
wide  range  of  personal  services  available  and  the 
possibility  of  developing  financial  assistance  through 
other  local  charitable  organizations,  the  Society 
could  take  a leadership  role  in  medically  cata- 
strophic situations.  It  is  envisioned  that  not  only 
would  this  be  directed  toward  emergencies  such  as 
recent  natural  disasters  but  also  toward  the  delivery 
of  urgently  needed  care  in  such  areas  as  Central 
America,  the  Caribbean,  and  Africa.  A mechanism 
for  cov'ering  the  medical  practices  of  physicians  who 
are  donating  their  seiwices  would  be  established  to 
precluded  coveting  these  same  practices.  The  ideal 
of  returning  to  the  direct  care  of  people  in  need  is 
an  extremely  gratifying  one,  and  it  is  hoped  that 
this  endeavor  will  become  one  of  the  stronger  sub- 
sidiaries of  the  Society. 

From  my  own  personal  viewpoint,  having  had 
the  honor  of  thirteen  consecutive  years  on  the  Board 
of  Trustees,  this  year  as  Vice-President  has  been 
even  more  grabfying.  I would  hope  that  the  So- 
ciety would  consider  strengthening  the  position  of 
Vice-President  through  definitive  assignments  to  one 
of  acbvity  rather  than  maintaining  it  as  a position 
of  latent  ascendancy.  Consideration  for  the  develop- 
ment of  a “Young  Turks”  committee  presided  over 
by  the  Vice-President  would  promote  full  participa- 
tion by  aU  members  of  the  Board  of  Trustees,  bring 
new  blood  onto  the  Board,  and  preclude  the  Trus- 
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tees’  taking  an  extremely  passive  role  in  the  de- 
cision-making process  or  passing  judgment  of  a spot 
nature  that  has  occasional  tendencies  to  be  critical. 
Increased  involvement  would  not  only  strengthen 
the  Society  but  make  decisions  of  the  Board  of 
Trustees  even  more  meaningful  and  representative 
of  the  views  of  the  membership. 

Peter  R.  Coggins,  M.D. 

Vice-President 

(The  recommendation  that  the  job  description  of 
the  Vice-President  be  broadened  to  include  acting 
as  an  ex  officio  member  of  all  committees  and  de- 
veloping a mechanism  for  broadening  the  activities 
and  talents  of  young  leadership  within  the  Society 
was  adopted.  The  remainder  of  the  report  was 
filed  with  special  commendation  to  Dr.  Coggins  for 
his  duties  on  behalf  of  the  Society  during  the  past 
year. ) 

REPORT  OF  THE  SECRETARY 

The  Society  and  its  subsidiaries  have  held  155 
meetings  during  the  past  year.  Nine  meetings  were 
devoted  to  the  transaction  of  business  matters  by 
the  Board  of  Trustees.  All  business  transacted  by 
the  Society  has  been  recorded  in  the  minutes  as 
presented  by  the  Secretary. 

During  the  past  year,  the  Society  has  been  a 
co-sponsor  for  the  following  programs: 

Medical  Aspects  of  Sports— February  7,  with  the 
University  of  Delaware 

Medical-Legal  Seminar— February  27,  with  the 
Delaware  State  Bar  Association  and  the  Delaware 
Law  School  of  Widener  University 
Rheumatoilogy  Update  1985— March  5,  in  cooper- 
ation with  the  Delaware  Chapter  Arthritis  Foim- 
dation 

Physician  Clergy  Breakfast— April  4,  with  the  De- 
partment of  Pastoral  Care,  The  Medical  Center 
of  Delaware 

DELPAC  Mini-Convention— May  11,  with  the 
Society’s  political  action  committee 
Eastern  Shore  Medical  Symposium— June  16-22, 
with  Jefferson  Medical  College  and  the  University 
of  Delaware 

Delaware  Continuing  Medical  Education  for  Phy- 
sicians 1985-86,  with  Jefferson  Medical  College 
and  The  Medical  Center  of  Delaware 

1985  MEMBERSHIP* 

Dues-Paying  Dues-Exempt 


Members 

Members 

Total 

Kent 

85 

16 

101 

New  Castle 

641 

118 

759 

Sussex 

123 

18 

141 

849 

152 

1,001 

“Figures  do  not  include  30  pending  applications 


1984  MEMBERSHIP 


Dues-Paying 

Members 

Dues-Exempt 

Members 

Total 

Kent 

81 

15 

96 

New  Castle 

641 

117 

758 

Sussex 

123 

17 

140 

845 

149 

994 

Martin  J.  Cosgrove,  M.D. 

Secretary 

(The  report  was  filed.) 


REPORT  OF  THE  TREASURER 

The  Medical  Society  of  Delaware  this  last  year 
continued  in  a rather  fortunate  financial  status  with 
stability,  sitrength,  and  no  necessity  for  weakening 
of  the  reserves.  Our  stock  portfolio  has  performed 
at  a good  performance  rate  with  the  assistance  of 
Tracy  Kramer  of  Kidder  Peabody  & Co.  in  Philadel- 
phia and  also  with  the  assistance  of  Martin  Cos- 
grove, M.D.,  the  Secretary  of  the  Society.  The 
House  of  Delegates  was  indeed  wise  in  making  this 
move  possible. 

At  the  time  of  this  writing  we  expect  to  end  the 
year  with  a small  surplus.  Although  this  looks  like 
money  in  the  bank,  there  will  be  additional  stress 
on  our  finances  as  we  approach  the  coming  year. 
We  face  the  specter  of  a large  malpractice  crisis, 
which  will  require  funding,  in  addition  to  what  is 
already  budgeted  for,  from  the  Medical  Society  for 
consultants,  lobbying  efforts,  and  exploring  the  pos- 
sibility of  a captive  company. 

The  Board  of  Trustees,  the  House  of  Delegates, 
and  the  membership  at  large  of  the  Medical  Society 
of  Delaware  have  always  been  conservative  and 
judicious  in  their  use  of  funds.  This  resolve  has 
made  it  possible  for  the  Society  to  provide  the  many 
programs  and  benefits  that  accrue  to  the  member- 
ship. 

I would  caution  the  Board  and  the  House  to  con- 
tinue their  cautious  and  judicious  approach  in  spend- 
ing on  programs  that  are  suggested  in  the  future. 

I have  really  enjoyed  my  year  as  Treasurer  of  the 
Medical  Society  of  Delaware,  and  I am  humbled 
by  the  honor  and  confidence  that  you  have  granted 
me. 

Thomas  C.  Scott,  D.O. 

Treasurer 

MEDICAL  SOCIETY  OF  DELAWARE 
TREASURER’S  REPORT 
OCTOBER  31,  1985 


Receipts 

AMA  Dues*  $154,873.50 

State  Dues*  159,846.00 

Kent  County  Dues*  . . . 6,600.00 
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Sussex  County  Dues®  . . 1,235.00 

Delaware  Medical 

Journal®  8,440.00 

Education  Fund®  9,500.00 

Medical  Benevolence 

Fund  1,059.00 

■Annual  Meeting— 1985 

Exhibits  11,750.00 

Grants  2,100.00 

Breakfast  70.00 

Lunch  243.00 

Dinner 630.00 

Bus  Trip  30.00 

Blood  Bank  1,685.50 

Rosters  950.00 

Reimbursed  18,112.54 

Continuing  Education  . 12,320.00 

Services  57,997.76 

Insurance  Refund 2,137.00 

Dividends  & Interest  . . 10,017.37 

Claims  Review  Panels  . . 800.00 

Journal— Reim.  Computer  5,000.00 

Education  Fund  5,000.00 

AMA  Rebate  2,294.44 


$472,691.11 


® $81,135.50  total  was  collected  in  1984  for  1985 
dues  and  is  reflected  in  the  receipts  above. 


Disbursements 

AMA  Dues  $154,378.50 

State  Dues  Refund  ....  215.00 

Kent  County  Dues  ....  5,885.00 

Sussex  County  Dues  . . . 570.00 

Delaware  Medical 

Journal  6,215.00 

Subscriptions  for  Dues— 

Exempt  (DMJ)  ....  1,420.00 

Education  Fund  7,576.74 

Medical  Benevolence 

Fund  836.50 

Annual  Meeting  (1984)  609.67 

Annual  Meeting  (1985)  805.00 

Blood  Bank  1,600.50 

Rosters  2,200.00 

Reimbursable  11,264.34 

Services  600.95 

Risk  Management  ....  6,077.75 

Ofiice  Operation : 

Contribution  to 

Academy  9,600.00 


Supplies,  Postage,  Sta- 


T.L.C. 

8PECIAU8T8 

We're  not  just  in  the  business  of  handling  money,  we  handle  people,  too  . , . 
day  in  and  day  out.  People  like  you  who  are  important  to  our  business.  So,  we 
make  it  a practice  to  give  you,  our  customer,  all  the  Tender  Loving  Care 
you  require. 

Feel  free  to  visit  any  of  our  convenient  locations  to  talk  about  a home  mortgage 
loan,  IRA,  NOW  interest  checking  account,  regular  checking,  savings  plans,  high 
rate  fixed  term  certificates, 

WE*RE  THERE  ...  TO  CARE  . . . ABOUT  YOU. 


artisans' 

SAVINGS  BANK 


WILM.  658-6881 
DOVER  674-3920 
MEMBER  FDIC 


9th  & Tatnall  Sts . Wiln*  • Concord  Mall.  Midway.  Polly  Drummond  & Graylyn  Shopping  Centers  • Dover.  Delaware 
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tionery,  Phone 
Kelly  Services  . . 
Service  Contracts/ 
Xerox  Lease 

Purchase  

Committees  and 
Contingency  . . . . 
Public  Relations  . . . 


20,240.22 

Continuing  Education  . 

6,835.98 

742.84 

Employee  Benefits  .... 

21,007.53 

Salaries  

89,777.62 

Employer  Tax 

5,966.49 

7,263.38 

Travel  & Contingency  . 
Subscriptions  and 

8,414.13 

16,959.04 

Periodicals  

343.21 

14,880.00 

Audit/Insurance  

6,749.00 

16,295.52 

Dues  

880.74 

MEDICAL  SOCIETY  OF  DELAWARE 

KIDDER,  PEABODY  & CO.  INVESTMENT  ACCOUNT 

as  of 

OCTOBER  24,  1985 


500 

American  Capital 

Yield 

Dividends 

Price 

Bond  Fimd  Inc. 

11.00  % 

$1,100.00 

20)i 

$10,125.00 

200 

Borden^ 

3.50  % 

$ 304.00 

43M 

$ 8,625.00 

200 

Bristol-Myers  Co. 

3.30  % 

$ 376.00 

56J^ 

$11,375.00 

200 

Deluxe  Check  Printers^ 

2.60  % 

$ 208.00 

40Ji 

$ 8,050.00 

400 

Rainier  Bancorpoiation^ 

3.40  % 

$ 400.00 

29S 

$11,900.00 

$14,000 

Zero  Coupon  Treasury^  5/15/88 

79.25 

$11,095.00 

$10,000 

Gibraltar  S & L CD  12/26/86 

10.375% 

$1,037.50 

102.13 

$10,213.00 

$3,425.50* 

$71,383.00 

Webster  Money  Market  $ 1,135.53 

$72,518.53’* 

Last  total  value  prior  to  portfoho  changes  by  current  broker:  $60,537.48  11/30/84 
* Does  not  include  zero  coupon  or  money  market  interest. 

**  19.79%  increase  in  total  accoxmt  value  for  11  months. 

Two  for  one  stock  spHt  3/27/85— quarterly  dividends  increased  on  pre-spht  shares  to  76  cents 
from  68  cents. 

Quarterly  dividends  increased  from  23  cents  to  26  cents— 8/12/85. 

Two  for  one  stock  split  12/84— quarterly  dividends  increased  from  22  cents  to  25  cents. 
Interest  and  principal  paid  at  maturity. 

Tracy  Shane  Kramer 
Registered  Representative 


1. 

2. 

3. 

4. 


HOME  HEALTH  CARE  CENTER 


• WHEELCHAIRS 

• WALKING  AIDS 

• T.E.N.S.  UNITS 

• BATHROOM 
SAFETY  AIDS 


• SURGICAL  SUPPORTS 

• ORTHOPEDIC  BRACES 

• SPORT  SUPPORTS 

• ELASTIC  STOCKINGS 

• TRUSSES 


"SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


s \u  s 
RfcNT  M S 
Sh  K\  K h 


608  NO.  UNION  STREET 

WILM.,  DEL. 

PHONE  652-0300 
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Newsletter  2,140.50 

Computer  2,657.54 

Miscellaneous  18.23 

Spouses  Aux 2,000.00 

Contracted  Services  . . . 1,750.00 

Purchase  of  Telephone 

Equipment  6,208.28 


$440,985.20 

(The  report  was  filed.) 

Thomas  C.  Scott.  D.O. 

Treasurer 

Medical  Society  of  Delaware 
1925  Lovering  Avenue 
Wilmington,  DE  19806 

We  have  examined  the  consolidated  balance  sheet 
of  the  Medical  Society  of  Delaware  (a  Delaware 
corporation)  and  subsidiaries  as  of  December  31, 
1984,  and  the  related  consolidated  statements  of 
operations,  and  changes  in  equity  for  the  year  then 
ended.  Our  examination  was  made  in  accordance 
with  generally  accepted  auditing  standards  and,  ac- 
cordingly, included  such  tests  of  the  accounting 
records  and  such  other  auditing  procedures  as  we 
considered  necessary  in  the  circumstances.  We  did 
not  examine  the  financial  statements  of  Medical  So- 
ciety of  Delaware  Insurance  Services,  Inc.,  a con- 
solidated subsidiary.  Those  statements  were  examin- 
ed by  other  accountants  whose  reports  have  been 
furnished  to  us,  and  om‘  opinion  expressed  herein, 
insofar  as  it  relates  to  the  amounts  included  for 
Medical  Society  of  Delaware  Insxirance  Services,  Inc. 
is  based  solely  on  the  reports  of  the  other  accountant. 

In  our  opinion,  based  on  our  examinations  and  the 
reports  of  the  other  accoimtant  referred  to  above, 
the  consolidated  financial  statements  referred  to  in 
the  first  paragraph  present  fairly  the  financial  posi- 
tion of  the  Medical  Society  of  Delaware  and  sub- 
sidiaries as  of  December  31,  1984,  and  the  results  of 
their  operations  and  the  changes  in  equity  for  the 
year  then  ended,  in  conformity  with  generally  ac- 
cepted accounting  principles  applied  on  a consistent 
basis  with  that  of  a preceding  year. 

Haggerty  & Haggerty 
Certified  Public  Accountants 

F ebruary  4,  1985 
Wilmin^on,  Delaware 


iFtlYSICIATi'S  REFERRAL  HEEDED 


(302) 
764-3322 

510  Philadelphia  Pike 


OCCUPATIONAL 
PHYSICAL 
THERAPY 
SERVICES 

Wilmington,  DE  19809 


PENNSYLVANIA 
SPERM  BANK 

A CRYOGENIC  SEMEN  STORAGE 
FACILITY  FOR  YOUR  PATIENTS: 


(1)  pre-vasectomy; 

(2)  pre-chemotherapy; 

(3)  pre-radiation  therapy; 

(4)  prior  to  surgery  which  may  affect 
fertility; 

(5)  Hazardous  occupational  exposures. 


U’e  re  rhinkinci  about  tomorrow  today 


Inquiries: 

(215)  886-7706 

or  write: 

PSB,  Benson  East,  Suite  415 
Jenkintown,  Pa.  19046 
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MEDICAL  SOCIETY  OF  DELAWARE  & SUBSIDIARIES 

Consolidating  Statement  of  Operations 
Year  Ended  December  31,  1984 


Delaware 

Medical  Soc. 

Medical 

of  Delaware 

Medical  Society  of  Delaware 

Journal 

Insurance 

Current 

Restricted 

Custody 

Current 

Services 

Fund 

Funds 

Fund 

Fund 

Inc. 

Consolidated 

Revenues 

Advertising 

$ 

$29,021 

$ 29,021 

AMA  dues  rebate 

2,277 

2,277 

Blood  Bank 

1,740 

1,740 

Claims  review  panel 

800 

800 

Commissions 

52,048 

52,048 

Continuing  medical 

education  programs 

17,982 

17,982 

Dividends 

540 

540 

Gain  (loss)  on  sale  of 

investments 

5,348 

5,348 

Interest 

46,311 

4,120 

1,332 

699 

52,462 

Meetings 

22,706 

22,706 

Miscellaneous 

1,620 

1,620 

Premiums  received 

850,438 

850,438 

Rosters 

3,140 

3,140 

State  dues 

158,517 

5,064 

163,581 

Subscriptions 

12,038 

12,038 

260,981 

9,184 

850,438 

42,391 

52,747 

1,215,741 

Expenses 

Blood  Bank 

1,558 

1,558 

Brochures 

4,255 

4,255 

Committee  and 

contingencies 

17,294 

17,294 

Continuing  medical 

education  programs 

10,987 

10,987 

Consulting  fees 

8,827 

8,827 

Copyright  fee 

200 

200 

Depreciation 

2,159 

1,330 

3,489 

Dues  and  contributions 

3,379 

750 

275 

4,404 

Employee  benefits 

15,590 

15,590 

Insurance 

4,397 

4,397 

Meetings 

28,683 

2,620 

31,303 

Miscellaneous 

1,594 

215 

25 

95 

1,929 

Newsletter 

2,023 

2,023 

Office  expense 

17,263 

1,000 

1,211 

19,474 

Payroll  taxes 

7,266 

1,093 

1,253 

9,612 

Premiums  paid 

849,617 

849,617 

Professional  fees 

12,861 

975 

495 

14,331 

Printing 

22,704 

22,704 

Public  relations 

15,055 

15,055 

Rent 

8,600 

2,230 

10,830 

Roster 

1,500 

1 500 

Salaries 

113,026 

15,621 

11,581 

140,228 

Telephone 

4,910 

229 

5,139 

Travel 

9,159 

9'l59 

281,559 

965 

849,617 

42,948 

28,816 

1,203,905 
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REPORT  OF  THE  BOARD  OF  TRUSTEES 

The  Board  of  Trustees  of  the  Medical  Society  of 
Delaware  has  been  active  in  many  areas  this  past 
year.  The  following  is  a summary  of  some  of  the 
issues  considered  by  the  Board. 

The  Board  agreed  that  a subsidiary  to  coordinate 
and  make  available  for  charitable  purpose  the  medi- 
cal expertise  of  the  members  of  the  Society  should 
be  formed.  The  subsidiaiy  will  be  known  as  the 
Medical  Societv  of  Delaware  Charitable  Services 
Foundation. 

This  year  the  Board  gave  its  blessing  to  one  of 
the  goals  of  President  Alvarez,  the  re-activation  of 
the  Medical  Society  of  Delaware  .Auxiliary. 

The  Delaware  Nursing  Center  planned  to  provide 
ambulator)’  primary  health  care  in  the  Hilltop  area 
of  Wilmington.  The  physicians  examined  the  plan 
carefully  and  realized  that  approximately  14  phy- 
sicians ringed  the  service  area  for  which  the  group 
was  trying  to  provide  services.  The  Board  discussed 
the  need  for  services  in  this  area  and  suggested  the 
Executive  Director  check  with  some  organizations 
that  have  organized  similar  facilities  in  this  area 
in  the  past  to  disco\  er  why  these  organizations  are 
no  longer  delivering  care  in  this  area. 

The  Board  voted  to  support  a resolution  submitted 
by  the  Delaware  Academy  of  Family  Physicians 
calling  for  all  new  school  buses  to  be  equipped  with 
seat  belts. 

Board  approval  was  granted  for  Society  participa- 
tion in  a joint  ventme  with  Kent  General  Hospital 
to  deliver  health  care.  A corporation  known  as  Del- 
aware Correctional  Health  Care,  Ltd.,  was  formed, 
and  the  Society  did  indeed  bid  on  the  contract, 
which  was  subsequently  awarded  to  Correctional 
Medical  Systems,  Inc. 

The  Board  was  concerned  about  a regulation  it 
had  originally  supported  requiring  physicians  to 
personally  phone  in  all  prescriptions  for  controlled 
substances.  This  regulation  will  be  monitored  closely 
and  there  may  be  a reconsideration  of  the  enacted 
regulation. 

Regulation  21,  which  deals  with  physicians’  re- 
sponsibilities in  delegating  medical  activities  to  non- 
physician associates,  was  outlined  for  the  Board  by 
a representative  from  the  Board  of  Medical  Practice. 

The  vinyl  chloride  problem  created  by  the  petro- 
chemical complex  adjacent  to  Delaware  City  brought 
forth  Board  support  as  follows: 

Resolved,  that  the  Medical  Society  of  Delaware 
strongly  request  the  Governor,  the  Legislature, 
and  the  agencies  responsible  for  environmental 
protection  enforcing  regulations  to  do  all  that 
is  necessary  to  assure  the  citizens  of  the  afore- 


FOR  SALE 

CARDIOPULMONARY 
FUNCTION  MACHINE 

TIFFINAIRE 

• 1 YEAR  OLD 

• COMPUTERIZED 

CALL: 

655-5973 

or 

762-2946 


COMMON  CLINICAL 
CHALLENGES  IN  THE 
ELDERLY 

A POSTGRADUATE  COURSE 


Presented  by 

Philadelphia  Geriatric  Center 

and  the  Medical  College  of  Pennsylvania 


Sponsored  by  the 
American  College  of  Physicians 


APRIL  3-5,  1986 

The  Wyndham  Franklin  Plaza 
Two  Franklin  Plaza 
Philadelphia,  PA  19103 


Common  Clinical  Challenges  in  the  Elderly  is  designed  to  provide 
up-to-date  information  for  the  clinician  who  cares  for  the  elderly  in 
either  ambulator^'  or  inpatient  .settings.  It  is  recommended  specifically 
for  internists,  family  practitioners  and  general  practitioners. 

Topics  will  include:  GI  disorders,  cardiovascular  diseases,  infections, 
musculoskeletal  disease,  endocrine  disorders,  altered  mental  status, 
sleep  disorders,  foot  problems,  practical  applications  of  exercise 
physiology,  and  dnig  prescribing. 

Participants  will  receive  18-1  '3  hours  of  Category  I credit  in 
Continuing  Medical  Education.  (Reviewed  and  acceptable  for  18 
prescribed  hours  by  the  AAFP.) 


Rir  nwrp  information  contact: 
Ms.  Nancy  Spaw 
Department  of  Medicine 
Philadelphia  Geriatric  Center 
5301  Old  York  Road 
Philadelphia.  PA  19141 
(215)456-2943 


KhHoddphio 

V*Cflotflc 


Del  Med  Jrl,  Jan  1986— Vol  58,  No  1 


35 


Proceedings  of  the  House  of  Delegates,  1985 


said  area  that  their  environment  is  being  pro- 
tected by  the  latest  and  most  acceptable  stan- 
dards. 

The  Board  agreed  to  sponsor  Physicians’  Health 
Plan,  Ltd. 

The  Board  agreed  to  contribute  $500  to  the  Del- 
aware Academy  of  Medicine  in  support  of  the 
monthly  calendar  of  medical  and  dental  meetings. 

Anne  Shane  Bader 
Executive  Director 

(The  report  was  filed  with  the  recommendation 
that  the  Board  of  Trustees  monitor  the  results  of 
the  program  requiring  physicians  to  personally  phone 
in  all  verbal  prescriptions  for  controlled  substances 
in  order  to  ascertain  its  value.) 

REPORTS  OF  THE  AMA  DELEGATE 

The  1984  Interim  Meeting  Report  was  published 
in  the  January  1985  issue  of  the  Delaware  Medical 
Journal.  The  1985  Annual  Meeting  Report  was 
published  in  the  August  1985  issue  of  the  Delaware 
Medical  Journal. 

(The  reports  were  filed  with  the  recommendation 
that  the  Medical  Society  of  Delaware  develop  mecha- 
nisms to  review  the  terms  of  contracts  between 
physicians  and  alternative  care  delivery  systems.) 

REPORT  OF  THE  PRESIDENT  OF  THE 
KENT  COUNTY  MEDICAL  SOCIETY 

The  Kent  County  Medical  Society  had  four  meet- 
ings during  the  1984-1985  year. 

The  November  1984  meeting  included  a presen- 
tation by  Dr.  Robert  Ratner  of  Washington,  D.C., 
sponsored  by  Roerig  Drug  Company  on  Type  II 
Diabetes  Mellitus.  Dr.  Peter  Coggins  then  ad- 
dressed the  Society  on  the  importance  of  participat- 
ing in  and  supporting  DELPAC  activities.  Anne 
Shane  Bader  then  updated  the  County  Society  with 
regard  to  the  malpractice  situation. 

Malpractice  and  insurance  were  the  topics  of  the 
next  meeting,  held  in  March  1985.  Dr.  Ben  C. 
Corballis  presented  some  insights  into  the  current 
malpractice  crisis  in  our  country  and  offered  some 
suggestions  to  correct  this  situation.  Mrs.  Bader 
then  spoke  about  the  life  insurance  services  offered 
through  the  Medical  Society  of  Delaware  Insurance 
Services. 

Members  of  the  Kent  County  Medical  Society 
and  members  of  the  other  two  county  societies  par- 
ticipated in  a mini-convention  sponsored  by  DEL- 
PAC and  held  in  Rehoboth  Beach  in  the  spring. 

Our  spring  meeting  included  an  informative  lec- 
ture on  Hepatitis  Testing  given  by  Dr.  David  A. 


Peterson  of  Chicago,  Illinois,  and  sponsored  by  Ab- 
bott Laboratories. 

Our  late  summer  meeting  was  held  at  Sambo’s 
Restaurant  in  Leipsic,  Delaware. 

Eleven  new  members  were  presented  and  in- 
ducted into  the  Kent  County  Medical  Society  during 
the  year. 

Dr.  Leroy  Buckler,  Chairman  of  the  Professional 
Conduct  Committee,  stated  that  there  were  several 
minor  complaints  against  Kent  Countv'  physicians 
that  were  settled  without  the  nccessitv  of  review 
bv  the  committee. 

Jeffrey  L.  Ciiait,  M.D. 

President 

(The  report  was  filed.) 

REPORT  OF  THE  PRESIDENT  OF  THE 

NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 

The  New  Castle  County  Medical  Society  held 
regular  membership  meetings  throughout  the  year. 
The  main  topic  of  discussion  for  the  last  few  meet- 
ings has  been  consideration  of  an  IPA/HMO.  The 
membership  voted  to  investigate  different  IPA/HMO 
alternatives.  This  investigation  was  conducted  by 
the  Liaison  Committee  and  their  findings  were  pre- 
sented to  the  membership.  They  presented  an  option 
of  establishing  an  IPA/HMO  which  would  be  fee- 
for-service  and  controlled  by  physicians.  The  mem- 
bership voted  to  establish  an  IPA/HMO  with  CoMed 
serving  as  the  management  company.  In  addition, 
Kent  and  Sussex  counties  were  invited  to  participate 
in  the  project. 

Currently,  an  IPA  Steering  Committee  is  working 
on  the  development  of  the  IPA/HMO,  which  is  en- 
titled Physicians’  Health  Plan  of  Delaware,  Ltd. 
The  Committee  is  comprised  of  representatives  from 
all  three  counties.  Most  of  their  time  has  been 
spent  on  revising  the  development  and  management 
contracts  which  were  submitted  to  the  Society  by 
CoMed.  The  committee  contacted  our  local  attorney, 
an  attorney  from  Washington,  D.C.,  and  an  HMO 
consultant  for  advice  on  the  contracts.  Their  com- 
ments and  suggestions  were  incorporated  into  re- 
vised contracts  which  were  submitted  to  CoMed. 
Negoitiations  are  currently  underway. 

The  Board  of  Directors  held  regular  meetings  dur- 
ing the  year  and  discussed  a variety  of  issues  per- 
taining to  the  medical  community.  The  Medical- 
Dental  Bureau  requested  that  the  Society  guarantee 
a loan  for  the  exchange.  After  considerable  dis- 
cussion, the  Board  agreed  to  co-sign  a loan  for  the 
Medical-Dental  Bureau. 

The  committees  of  the  New  Castle  County  Medi- 
cal Society  were  active  throughout  the  year.  The 
Peer  Review  Committee,  chaired  by  Dr.  Gustave 
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K.  Berger,  and  the  Professional  Conduct  Committee, 
cliaired  by  Dr.  Richard  Winkelmayer,  held  regular 
meetings.  The  Liaison  Committee,  chaired  by  Dr. 
fane  C.  Straughn,  worked  on  the  IPA/HMO  issue. 
The  Judicial  Board,  chaired  by  Dr.  Richard  Morgan, 
reviewed  22  applications  for  membership,  and  active 
membership  now  stands  at  650.  The  Community 
Affairs  Committee,  chaired  by  Dr.  Stephen  R.  Per- 
mut,  was  also  active  throughout  the  year. 

Rtchard  F.  Cordon,  M.D. 

President 

(The  report  was  filed.) 

REPORT  OF  THE  PRESIDENT  OF  THE 
SUSSEX  COUNTY  MEDICAL  SOCIETY 

The  Sussex  County  Medical  Society  held  three 
meetings  during  the  past  year  and  a final  meeting 
for  1985  is  scheduled  for  early  December. 

The  first  meeting,  in  December  of  1984,  was  held 
at  the  Shasvnee  Country  Club  in  Milford,  Delaware. 
This  was  a meeting  in  which  new  officers  were 
elected  and  the  activities  of  the  County  Medical  So- 
ciety with  DELPAC  were  thoroughly  discussed  by 
the  membership. 

The  second  meeting  was  held  March  21,  1985, 
at  Rehoboth  Country  Club.  Our  featured  guest 
speaker  for  the  evening  was  Dr.  Ben  Corballis, 
who  reviewed  the  program  of  the  Medical  Society 
of  Delaware  Insurance  Services  and,  as  Chairman 
of  the  Malpractice  Committee,  discussed  in  detail 
the  present  malpractice  situation  in  the  State  of 
Delaware. 

Our  third  meeting  was  held  in  June,  1985,  at  the 
Seaford  Country  Club.  After  a brief  business  meet- 
ing, our  featured  speaker  was  a representative  of 
CoMed  Management  Incorporated,  who  discussed 
the  concept  of  the  formation  of  a physician  owned 
and  sponsored  IPA,  managed  by  CoMed  Manage- 
ment. The  membership  present  were  favorably  im- 
pressed by  CoMed  and  felt  that  an  additional  presen- 
tation should  be  made  at  a joint  meeting  between 
Kent  and  Sussex  County  Medical  Societies.  This 
was  subsequently  held  in  Dover  on  July  11,  with 
approximately  seventy-five  physicians  being  present 
from  both  medical  societies.  Again,  the  presenta- 
tion was  favorably  received  by  members  present, 
but  no  concrete  recommendations  were  made  by 
either  societ)'. 

The  Professional  Conduct  Committee  (Board  of 
Censors)  was  active  during  the  past  year  in  dealing 
with  several  problems  involving  patient-physician 
relationships. 

The  Sussex  County  Medical  Society  of  Delaware 
Auxiliary  was  very  active  during  the  past  year  under 


the  able  directorship  of  its  President,  Mrs.  Bunnie 
Miller. 

Richard  B.  Crabb,  M.D. 

President 

(The  report  was  filed.) 

REPORT  OF  THE  REPRESENTATIVE  TO  THE 
DELAWARE  ACADEMY  OF  MEDICINE 

Activities  of  the  Delaware  Academy  of  Medicine 
continue  to  focus  around  the  Lewis  B.  Flinn  Library, 
the  Student  Loan  Program,  Tel-Med,  and  the  medi- 
cal/dental meetings  held  in  the  Auditorium  and  the 
Lower  Level  Conference  Center.  Use  of  the  Lewis 
B.  Flinn  Library  has  increased  substantially  in  the 
past  year,  with  heavy  demands  placed  on  it  by 
members  of  the  Academy,  area  libraries,  and  the 
public.  The  Library  was  named  a regional  medical 
library  by  the  National  Library  of  Medicine  and 
continues  to  play  an  important  role  in  the  consortium 
of  area  biomedical  libraries.  The  Circuit-Riding 
Medical  Librarian  program,  initiated  in  1982,  offers 
cost  effective  medical  library  services  to  the  current 
participants  in  the  program,  Kent  General  Hospital, 
Milford  Memorial  Hospital,  The  HMO  of  Delaware, 
and  Riverside  Hospital. 

Tel-Med  continues  to  be  one  of  the  most  active 
programs  of  its  kind  in  the  country.  The  program 
has  a collection  of  266  tapes  and  averages  9,000 
calls  per  month.  The  program  co-sponsored  by 
Kent  General  Hospital  is  also  av^ailable  in  Kent 
County.  Tapes  in  the  Tel-Med  program  are  an 
excellent  way  to  get  medical  information  to  the 
public  and  are  a valuable  public  relations  tool. 

The  Academy’s  Student  Financial  Aid  program 
distributed  $65,000  in  loans  to  medical  and  dental 
students  for  the  academic  year  1985/86.  The  Stu- 
dent Financial  Aid  Committee  also  distributed 
$155,000  in  DIMER  awards  to  Delaware  residents 
attending  Thomas  Jefferson  Medical  College  as  part 
of  the  DIMER  program. 

The  Academy  continues  to  publish  the  Calendar 
of  Medical  and  Dental  Meetings.  The  monthly 
circulation  is  over  1,600  copies. 

The  Academy  also  continues  to  host  many  im- 
portant meetings  and  lectures  of  interest  to  the 
medical  and  dental  professions.  Over  350  meetings 
were  held  in  the  Academy’s  Auditorium  and  Lower 
Level  Conference  Center  during  the  past  year.  The 
Annual  Banquet  held  on  March  1,  1985,  had  an 
attendance  of  150.  The  speaker  was  Doctor  Carol 
Hoffecker,  who  presented  a pictorial  history  of  Wil- 
mington. 

The  Academy  of  Medicine  belongs  to  the  phy- 
sicians and  dentists  of  Delaware.  The  Academy 
maintains  a close  affiliation  with  the  Medical  Society 
of  Delaware  and  is  grateful  to  them  for  their  con- 
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tinued  cooperation  and  support  of  Academy  pro- 
grams. 

John  H.  Benge,  M.D. 

Representative 

(The  report  was  filed.) 

REPORTS  OF  THE 
STANDING  COMMITTEES 

BUDGET  COMMITTEE 

The  Budget  Committee  met  on  Thursday,  October 
17,  1985,  and  reviewed  the  budget  for  the  past 
year  and  the  performance  of  the  Society  in  per- 
forming within  the  structure  of  the  budget.  The  So- 
ciety has  managed  again  to  maintain  expenditures 
within  projected  limits. 

The  major  changes  for  the  year  1985-1986  are: 

1)  Total  for  salaries  will  increase  over  last  year 
due  to  merit  and  performance  raises.  There 
has  also  been  a restructuring  of  the  work 
force  in  our  office  resulting  in  one  less  em- 
ployee and  those  remaining  absorbing 
greater  duties. 

2)  The  executive  director  also  serves  as  the 
executive  vice  president  and  licensed  agent 
for  MSDIS.  Her  compensation  has  been 
adjusted  to  reflect  the  added  responsibilities 
and  workload  placed  upon  her. 

3)  The  staff  positions  for  the  Delaware  Medical 
Journal  will  continue  to  be  charged  to  that 
entity. 

4)  An  amount  of  $12,000  for  service  contracts 
on  office  equipment  and  consulting  services 
for  our  computer  system  is  necessary  if  we 
wish  the  office  to  perform  at  maximum  ca- 
pacity. 

5)  The  amount  for  legal  fees  has  been  in- 
creased bv  approximately  60%  because  of 
the  need  for  additional  legal  support  and 
information. 

6)  Modest  increases  are  scheduled  in  the  cate- 
gories of  Travel  and  Contingency  and  Com- 
mittees and  Contingency. 

Increased  receipts  are  expected  through  dividends, 
interest  from  our  investment  portfolio,  and  our  sub- 
sidiaries. 

The  Society  should  be  able  to  maintain  all  present 
activities  and  still  end  with  a modest  surplus  of 
$5,400. 

We  have  been  fortunate  in  maintaining  our  pres- 
ent dues  structure,  largely  in  part  because  of  the 
strong  financial  foundations  that  the  Society,  the 
House  of  Delegates,  the  Trustees,  and  the  previous 
Trea-surer  have  established.  It  is  mandatory  that 
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the  Society  continue  this  pattern  in  order  to  assure 
a secure  position  now  and  in  the  future. 


Thomas  C. 

Scott,  D.O. 

Chairman 

MEDICAL  SOCIETY  OF  DELAWARE 

BUDGET  - 

- 1985-1986 

Receipts 

Dues  

$170,000.00 

Services  

60,000.00 

Claims  Review  

800.00 

Dividends  and  Interest 

53,000.00 

AMA  Rebate 

2,500.00 

CME  Program  

14,000.00 

Delaware  Medical  Joural, 

Education  Fund,  Medical 

Benevolence  

18,000.00 

TOTAL  RECEIPTS 

$318,300.00 

Disbursements 

Office  Personnel 

Employee  Benefits  .... 

$ 20,000.00 

Salaries  

135,700.00 

Employer  Tax 

6,000.00 

Office 

Contribution  to  Academy 

9,600.00 

Printing,  Postage,  Stationery, 

Telephone,  Supplies, 

etc 

25,200.00 

Service  Contracts/Xerox 

12,000.00 

Audit  

3,100.00 

Insurance  

3,500.00 

Kelly  Services 

1,000.00 

Contracted  Services  . . . 

6,000.00 

Travel  and  Contingency 

12,000.00 

Subscriptions  

400.00 

Contributions/Dues  . . . 

900.00 

Legal  Counsel 

14,000.00 

Public  Relations  

14,000.00 

Committees  and 

Contingency  

18,000.00 

Continuing  Medical 

Education  

10,000.00 

Newsletter  

3,000.00 

Delaware  Medical  Journal, 

Education  Fund,  Medical 

Benevolence  

18,000.00 

Physicians’  Health 

Committee  Phone  . . . 

500.00 

TOTAL  DISBURSEMENTS $312,900.00 

Surplus  $ 5,400.00 

(The  report  was  adopted.) 

BYLAWS  COMMITTEE 

The  Bylaws  Committee,  which  met  on  October 
8,  1985,  recommends  the  changes  outlined  below 
in  the  Society’s  Bylaws. 


Three  of  the  proposed  changes  are  suggested  as 
a result  of  the  Board  of  Medical  Practice’s  new  regu- 
lation regarding  continuing  medical  education.  The 
new  regulation  provides  that  “Prior  to  renewal  of 
a registration  to  practice  medicine  in  this  State,  a 
physician  must  be  prepared  to  supply  the  Board 
with  proof  that  he  has  completed  Pventy  hours  per 
year  of  continuing  medical  education  in  Category  I 
courses  approved  by  the  American  Medical  Associa- 
tion or  the  American  Osteopathic  Association  since 
the  time  of  the  physician’s  last  renewal  of  his  regis- 
tration.” This  regulation  is  applicable  to  renewal 
of  registrations,  both  active  and  inactive,  occurring 
after  July  1,  1985. 

The  regulation  also  provides  that  “Certification 
by  the  Medical  Society  of  Delaware  that  a physician 
has  completed  such  continuing  medical  education 
since  the  time  of  his  latest  renewal  of  his  registration 
shall  be  acceptable  proof  of  completion  of  these 
requirements.” 

Two  changes  are  suggested  in  Article  III,  Mem- 
bership, Section  4,  Honorary  Members.  The  first 
would  allow  physicians  who  have  achieved  honorary 
membership  status  but  who  may  not  continue  to  be 
licensed  to  remain  as  members  of  the  Society.  Sec- 
ond, the  committee  recommends  that  this  category 
of  membership  henceforth  be  called  “Life”  rather 
than  “Honorary.”  The  committee  noted  that  in 
the  future  the  Society  might  wish  to  consider  crea- 
tion of  honorary  membership  for  those  with  out- 
standing qualifications  in  or  contributions  to  the 
medical  profession.  The  recommended  bylaws 
change  is  as  follows: 

ARTICLE  III 
Membership 
Section  4 

LIFE  MEMBERS 

The  life  members  are  all  those  active  or 
former  active  members,  who  may  or  may  not 
continue  to  be  licensed,  who  have  been  in  good 
standing  in  this  society  or  other  state  societies 
for  thirty  years  or  more  and  who  are  seventy 
or  more  years  old,  provided  that  they  have  been 
members  in  good  standing  of  this  Society  for  at 
least  five  years.  Life  members  have  all  the 
rights  and  privileges  of  active  members,  but 
they  shall  not  be  subject  to  the  payment  of 
annual  dues  and  special  assessments. 

Also  recommended  are  changes  in  Article  III, 
Membership,  Section  7,  Limitation  of  Membership. 
The  first  is  the  deletion  of  the  first  paragraph,  as 
recommended  by  the  Society’s  legal  counsel  in  light 
of  the  fact  that  the  Medical  Society  of  Delaware  is 
the  sole  stockholder  of  an  insurance  agency: 
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Participation  in  an  insurance  program  sponsored 
by  the  Medical  Society  of  Delaware  shall  be 
limited  to  honorary  and  dues-paying  members 
of  the  Medical  Society  of  Delaware. 

In  the  second  paragraph  of  Section  7,  it  is  recom- 
mended that  the  word  “honorary”  be  changed  to 
“life”; 

Participation  in  the  Benevolence  Fund  is 
limited  to  active,  associate,  and  life  members 
of  the  Medical  Society  of  Delaware. 

The  following  revision  of  Article  III,  Membership, 
Section  9,  Continuing  Medical  Education,  is  sug- 
gested in  order  to  bring  the  Society’s  CME  require- 
ment into  conformity  with  that  of  the  Board  of  Medi- 
ical  Practice.  The  committee  recognized  that  this  sec- 
tion may  be  unnecessarily  detailed  but  felt  it  would 
alert  members  of  the  Society  to  the  new  CME  re- 
quirement for  registration  renewal  and  that  simpli- 
fication of  Section  9 could  be  considered  in  the 
future. 

ARTICLE  III 
MEMBERSHIP 
Section  9 

CONTINUING  MEDICAL  EDUCATION 

Active,  associate,  and  life  members  of  this 
Society  licensed  to  practice  in  Delaware  shall 
be  required  during  each  12-month  period  be- 
ginning July  1,  1985,  to  complete  at  least  20 
hours  of  continuing  medical  education  in  Cate- 
gory I courses  approved  by  the  American  Medi- 
cal Association,  the  American  Osteopathic  Asso- 
ciation, or  specialty  societies  that  grant  accredi- 
tation. 

It  will  be  the  responsibility  of  each  physician 
to  furnish  satisfactory  evidence  of  completion 
of  the  continuing  medical  education  require- 
ment each  year. 

Those  physicians  who  fail  to  fulfill  the  con- 
tinuing medical  education  requirement  shall 
be  suspended  from  membership  in  this  Society, 
provided  the  Executive  Director  has  given  such 
members  60  days’  notice.  The  suspension  will 
be  for  a period  not  to  exceed  one  year  imtil  such 
time  as  the  requirements  of  this  Section  are  mot 
or  membership  is  terminated.  The  suspended 
member  shall  not  be  entitled  to  exercise  any  of 
the  rights  and  privileges  of  membership  during 
the  period  of  suspension  but  will  still  be  liable 
for  full  dues  and  assessments. 

The  committee  also  recommends  the  addition  of 
the  imderlined  language  in  Article  III,  Membership, 
Section  10,  Termination  of  Membership,  paragraph 
one,  since  the  Board  of  Medical  Practice  now  re- 


quires that  all  physicians  licensed  to  practice  in 
Delaware  complete  CME  requirements. 

ARTICLE  III 
MEMBERSHIP 
Section  10 

TERMINATION  OF  MEMBERSHIP 

The  membership  of  a member  of  this  Society 
shall  terminate  in  the  case  of  an  active,  associ- 
ate, or  life  member  licensed  to  practice  in  Del- 
aware suspended  pursuant  to  Section  9 of  this 
Article  who  has  not  completed  the  Continuing 
Medical  Education  requirements  by  the  end  of 
a one-year  period  of  suspension.  Any  member 
whose  membership  has  been  terminated  by  rea- 
son of  failure  to  meet  the  requirements  of  Con- 
tinuing Medical  Education  shall  be  reinstated 
to  membership  if,  after  meeting  all  other  re- 
quirements for  reinstatement  such  as  the  pay- 
ment of  delinquent  dues  or  assessments,  he  sub- 
mits evidence  that  he  has  met  all  requirements 
for  Continuing  Medical  Education  for  a current 
period. 

The  last  bylaws  changes  were  developed  at  the 
direction  of  the  Board  of  Trustees  in  order  to  define 
the  duties  of  the  Executive  Committee.  The  com- 
mittee recommends  that  a second  paragraph  be  added 
to  Article  VIII,  Board  of  Trustees,  Section  1,  Gen- 
eral Powers. 

The  President  of  the  Society  may  each  year 
appoint  an  Executive  Committee  to  review  and 
make  recommendations  on  routine  matters. 
There  shall  be  no  fewer  than  five  members. 
This  Executive  Committee  may  not  act  for  the 
Board  of  Trustees,  as  it  is  only  advisory  to  the 
full  Board.  The  committee  shall  meet  on  call 
of  the  President. 

Dene  T.  Walters,  M.D. 

Chairman 

(The  changes  in  Article  III,  Sections  4,  7,  9,  and 
10  were  adopted.  The  change  in  Article  VIII,  Sec- 
tion 1,  defining  the  duties  of  the  Executive  Com- 
mittee was  referred  back  to  the  Bylaws  Committee 
for  further  study.) 

JUDICIAL  COUNCIL 

The  Judicial  Council  held  one  meeting,  on  Sep- 
tember 26,  1985,  during  the  past  year. 

The  committee  met  to  consider  an  appeal  of  a 
decision  rendered  by  the  Judicial  Board  of  the  New 
Castle  County  Medical  Society,  which  had  investi- 
gated a complaint  brought  against  a physician  by  a 
patient’s  family. 
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After  reviewing  aU  of  the  matei'ial  associated  with 
the  case,  the  Council  unanimously  upheld  the  de- 
cision of  the  Judicial  Board  that  the  matter  should 
be  forwarded  to  the  Board  of  Medical  Practice. 

Marvin  H.  Dorph,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation 
that  the  Society’s  legal  counsel  review  how  county 
and  state  society  peer  review  committees  function 
and  that  legal  counsel  participate  in  the  processing 
I'f  all  matters  brought  before  the.se  committees.) 

MEDICAL  ECONOMICS  COMMITTEE 

The  Medical  Economics  Committee  met  once  dur- 
ing the  year.  At  that  time  they  met  with  Mr. 
Frank  Markman  and  Mr.  John  Markman,  who  are 
serving  with  the  Medical  Society’s  insurance  agency, 
one  as  a consultant  and  the  other  as  an  independent 
contractor,  in  the  matter  of  the  Society  sponsored 
Life  In.surance  Program.  The  committee  approved 
the  program  as  designed  and  recommended  that  it 
be  offered  to  all  members  of  the  Society. 

The  committee  then  discussed  the  need  for  a total 
review  of  our  disability  program  with  an  eye  toward 
developing  a new  program  which  would  be  stronger 
and  more  protective  for  our  membership.  The 
chairman  and  Mr.  Frank  Markman  will  work  on 
this  project  and  report  back  to  the  committee. 

Ben  C.  Corballis,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICAL  LIABILITY  INSURANCE  COMMITTEE 

The  Liability  Committee  of  the  Medical  Society 
of  Delaware  had  a very  active  year.  The  committee 
met  several  times  with  Phico  concerning  the  So- 
ciety’s sponsored  program.  When  Phico  met  with 
the  committee  in  September  to  announce  the  new 
rates,  there  was  considerable  confusion  in  our  un- 
derstanding of  what  was  proposed.  The  leadership 
of  the  Society  subsequently  met  with  members  of 
the  Insurance  Commissioner’s  Office  on  two  oc- 
casions and  then  met  by  conference  call  with  Phico. 
We  were  told  by  Phico  that  the  Insurance  Com- 
missioner’s Office  had  turned  down  the  requested 
34^  increase  and  reduced  it  to  16%.  They  also 
reported  that  the  Insurance  Commissioner’s  staff 
had  insisted  that  they  establish  either  a deductible 
or  a surcharge  program  to  make  up  what  was  con- 
sidered a $380,000  short-fall. 

The  Liability  Insurance  Committee  subsequently 
met  with  a representative  of  Phico  who  made  their 
final  proposals  to  the  committee  regarding  the  sur- 
charge proposal,  the  deductible  proposal,  and  a 


subsequent  new  proposal  to  change  the  percentage 
referable  to  each  year  of  the  claims-made  program. 

The  committee  was  assisted,  at  this  meeting  with 
Phico,  by  Mr.  David  Gordon,  a malpractice  insurance 
specialist  who  is  serving  as  the  Society’s  consultant 
in  this  matter.  Mr.  Gordon  made  several  sugges- 
tions for  future  consideration  by  the  committee, 
including  hiring,  on  a one-time  basis,  a consulting 
actuary  to  review  all  of  the  submitted  materials 
to  determine  what  would  be  an  appropriate  per- 
centage increase  for  the  Phico  program.  Subsequent 
to  this,  the  Committee  voted  to  recommend  to  the 
Board  (1)  That  the  actuarial  consultant  be  hired 
and  review  the  material;  (2)  That  based  upon  the 
consultant’s  recommendations,  a delegation  be  sent 
to  the  Insurance  Commissioner’s  office  to  request 
that  the  appropriate  percentage  increase  in  pre- 
miums be  granted  to  Phico  rather  than  getting  into 
either  a surcharge  or  deductible  situation;  and  (3) 
That  the  Board  consider  a one-time  levy  on  all 
members  of  the  Society  so  that  the  consultant  could 
be  paid  and  that  monies  which  would  be  necessary 
for  development  of  future  programs  in  the  area  of 
medical  malpractice  insurance  would  be  available. 

The  committee  also  agreed  to  become  much  more 
active  than  ever  in  the  past  in  developing  the  plans 
for  the  various  means  of  solving  the  malpractice 
crisis  which,  as  everyone  was  aware,  was  worsening 
month  by  month. 

The  committee  felt  strongly  that  within  two  years 
malpractice  insurance  might  be  completely  unavail- 
able and  that  at  that  time  the  Medical  Society  of 
Delaware  should  have  prepared  for  the  Governor 
a firm  recommendation  on  a course  of  action  to  be 
followed  lest  the  unavailability  of  medical  care  to 
the  citizens  of  Delaware  become  absolute  because 
of  physician’s  inability  to  become  insured. 

Ben  C.  Corballis,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation 
that  the  State  Medical  Society  develop  for  the  Gov- 
ernor a course  of  action  to  be  followed  to  prevent 
a liability  insurance  crisis.) 

MEDICAL  REVIEW  COMMITTEE 

The  Medical  Review  Committee  met  on  two  oc- 
casions, the  3rd  of  March,  1985,  and  the  9th  of 
September,  1985.  At  the  March  meeting,  a case  was 
presented  and  discussed  in  accordance  with  the 
Societ\’’s  Bylaws  and  a non-binding  opinion  was 
rendered  by  the  committee. 

The  September  1985  meeting  involved  a request 
by  Pennsylvania  Blue  Shield,  the  Medicare  Part  B 
carrier,  to  review  the  statistical  data  of  a Delaware 
physician.  It  was  the  contention  of  Pennsylvania 
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Blue  Shield  that  the  physician  had  an  unusual  fre- 
quency of  office  visits,  both  comprehensive  and  ex- 
tended, outpatient  visits,  comprehensive  consulta- 
tions, and  ordering  of  lab  studies.  The  records  in 
question  were  reviewed  by  a consultant  to  the 
committee  and  discussed  in  detail  by  the  committee. 

It  was  the  opinion  of  the  committee  that  there 
was  no  evidence  of  inappropriate  practice  or  office 
visits  and  that  the  nature  of  the  involved  physician’s 
practice  indicated  such  visits. 

The  basic  problem  was  that  the  physician  was 
categorized  by  Pennsylvania  Blue  Shield  as  an  in- 
ternist rather  than  in  his  specialty.  If  categorized 
properly,  within  his  specialty,  the  pattern  of  visits 
would  not  be  excessive. 

Representatives  from  Pennsylvania  Blue  Shield, 
as  well  as  the  involved  physician,  attended  the 
meeting  and  were  questioned  by  the  committee. 

After  detailed  discussion  within  the  committee, 
and  an  analysis  of  the  opinions  of  our  consulting 
physician,  the  committee  concluded  that  the  fre- 
quency and  medical  necessity  of  the  reported  ser- 
vices by  the  involved  physician  were  appropriate 
and  indicated. 

It  is  recommended  that  the  Medical  Review 
Committee  continue  to  function  on  an  active  basis 
and  remain  available  as  a deliberating  body  for 
cases  that  are  brought  to  its  attention. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  filed.) 

PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

The  Peer  Review  and  Professional  Evaluation 
Committee  convened  in  October  of  this  year  to  re- 
view component  society’s  peer  review  problems 
since  the  time  of  the  last  Annual  Meeting. 

Kent  County  stated  that  no  problems  had  arisen 
in  the  past  year  that  could  not  be  easily  handled 
and  that  it  essentially  had  nothing  to  report.  Sussex 
County  reported  a problem  and  asked  the  State 
Society  for  advice  on  how  to  handle  it.  Members 
of  New  Castle  County’s  Peer  Review  Committee 
had  much  good  advice  to  give  to  Sussex  County 
as  they  were  well  experienced  in  this  type  of  prob- 
lem. Sussex  County  will  be  reporting  back  to  the 
Peer  Review  and  Evaluation  Committee  within  the 
next  several  months  concerning  the  resolution  of 
this  problem. 

New  Castle  County  has  had  a very  active  year  and 
has  resolved  most  of  the  problems  that  have  arisen. 
One  that  has  not  been  resolved  concerns  the  phi- 
losophy of  Peer  Review  and  the  direction  it  should 
take  in  the  future. 


Since  the  advent  of  HMOs,  both  closed  panel  and 
IPA  type,  peer  review  of  these  organizations  appears 
to  remain  within  the  organization.  Questions  arise 
as  to  the  better  approach.  Should  the  peer  review 
committee  of  the  State  Society  or  the  county  in 
which  the  HMO  is  active  act  as  an  outside  peer 
reviewer  regarding  the  quality  of  care  being  de- 
livered by  the  members  of  these  organizations? 

Another  issue  in  these  organizations  is  the  delivery 
of  health  care  by  various  providers.  How  much 
care  should  be  allowed  by  nurse  practitioners  or 
physician’s  assistants  and  how  should  this  care  be 
supervised? 

Dr.  Ignatius  J.  Tikellis  of  the  Board  of  Medical 
Practice  was  invited  to  one  of  our  meetings  to  dis- 
cuss the  Board’s  new  regulation  pertaining  to  dele- 
gation of  physician  responsibilities  to  nonphysician 
associates.  He  summarized  the  activities  leading 
up  to  this  regulation,  which  has  been  distributed 
to  all  physicians  in  Delaware.  He  stated  that  it 
was  not  the  intent  of  the  regvJation  to  alter  the 
traditional  doctor/nurse  relationship  but  rather  to 
provide  physicians  with  guidelines  concerning  the 
allocation  of  physician  responsibilities  to  nonphy- 
sician associates.  In  response  to  a question  con- 
cerning the  difference  between  a nursing  diagnosis 
and  a medical  diagnosis.  Dr.  Tikellis  stated  that  a 
nursing  diagnosis  is  a description  of  findings.  A 
medical  diagnosis  distinguishes  the  nature  of  a 
medical  condition  through  the  examination  of  symp- 
toms. These  philosophies  brought  much  discussion 
and  consideration  of  philosophical  difiFerences. 

It  was  also  noted  that  a protocol  book  by  the  closed 
panel  Blue  Cross-Blue  Shield  HMO  had  been  pre- 
sented to  the  Board  of  Medical  Practice  and  appar- 
ently accepted  by  the  Board  of  Medical  Practice. 
The  Peer  Review  Committee  felt  that  this  dele- 
gation of  medical  responsibilities  and  medical  care 
to  nonmedical  persons  should  be  followed  very 
closely  and  reviewed  on  a regular  basis  in  order 
to  assure  the  public  that  the  medical  profession  is 
interested  in  quality  medical  care  for  the  public 
and  that  this  care  should  not  be  decreased  because 
of  cost.  The  term  “cost  efiFective”  is  an  important 
term,  and  we  all  realize  that  quality  care  does  not 
have  to  be  expensive  but  it  must  be  quality  oare 
and  be  given  to  the  patient  in  the  best  way  possible. 
This  has  opened  a new  road  for  peer  review,  and 
our  committee  does  not  know  yet  if  HMOs  can 
be  peer  reviewed  by  a group  such  as  this  or  if  an 
outside  type  of  peer  review  is  required.  The  future 
of  the  quality  of  care  to  the  patient  depends  on 
good  peer  review. 

Another  problem  facing  peer  review  is  peer  review 
of  doctors  by  other  organizations  whose  major  con- 
cern is  cost  versus  quality.  The  president  of  DELRO 
attended  one  of  our  meetings  and  we  discussed  the 
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admission  denial  process.  It  appears  that  in  review- 
ing a denial  DELRO  has  the  case  reviewed  by  a 
board  which  may  not  even  have  a doctor  in  the 
appropriate  specialty.  We  stated  that  we  felt  this 
was  incorrect,  and  the  president  of  DELRO  felt  that 
changes  might  be  made  in  their  approach.  Since 
we  now  get  monthly  reports  of  denials,  it  appears 
there  has  been  somewhat  of  an  improvement  in  the 
numbers  of  initial  denials  and  denials  after  review. 
We  feel  S'trongly  that  in  the  future  the  peer  review 
committee  must  not  only  review  the  physician  for 
the  quality  of  care  he  is  giving  but  also  be  the  ad- 
\ ocate  of  the  physician  when  this  quality  of  care 
is  being  reviewed  and  perhaps  denied  solely  because 
of  cost.  It  is  our  feeling  that  in  the  future  more 
doctors  with  problems  of  tliis  nature  will  refer  their 
eases  to  the  peer  review  committee  for  its  help. 

In  regard  to  the  question  of  peer  review  and  fees, 
we  have  recei\  ed  several  legal  opinions,  and  it  ap- 
pears that  fees  may  be  discussed  and  a non-binding 
opinion  rendered  but  that  a peer  review  committee 
cannot  set  fees. 

Another  problem  noted  by  the  committee  is  the 
future  availability  and  cost  of  professional  liability 
insurance.  If  premiums  continue  to  escalate,  the 
practice  of  medicine  will  be  inhibited.  The  com- 
mittee well  realizes  that  this  is  not  a problem  unique 
to  Delaware  and  that  either  state  or  federal  legis- 
lation wiU  in  some  way  have  to  aid  medicine  with 
this  problem.  There  appear  to  be  certain  specialties 
and  subspecialities  that  lend  themselves  to  more 
malpractice  suits  and  greater  financial  compensa- 
tions. Our  legislators  should  be  informed  of  our 
ideas  on  how  to  control  this,  but  since  we  have 
no  knowledge  of  the  specific  cases  involved,  there 
need  to  be  studies  to  determine  the  extent  of  true 
malpractice  versus  “convenience”  suits.  Peer  re- 
view committees  need  infoimation  in  order  to  de- 
termine an  approach  to  this  problem  that  would 
be  helpful  to  both  physicians  and  to  the  public  in 
general. 

Intraprofessional  problems  have  become  more  and 
more  complex,  probably  because  of  the  increased 
number  of  physicians,  the  individual  patient’s  gen- 
eral loss  of  loyalty  to  his  or  her  physician,  the  team 
approach  to  medicine,  and  the  greater  subspecializa- 
tion of  medicine.  Each  of  these  factors  has  made 
the  relationship  between  patient  and  doctor  more 
complex  and  has  intensified  the  need  for  peer  re- 
view and  for  advocacy  of  high  quality  medical  care 
for  all  patients.  Third  parties  enter  the  situation, 
and  they  have  a major  factor  called  “cost  effective- 
ness.” This  cliche  cannot  and  should  not  be  used 
to  denigrate  medicine  or  lovver  the  standards  that 
over  the  years  have  been  so  painstakingly  fought 
for  and  achieved. 

The  future  for  peer  review  at  aU  levels  is  ex- 
tremely important,  and  I wish  to  urge  widespread 


participation  by  the  physicians  of  our  Society  in 
upholding  the  standards  we  have  set  for  ourselves. 

Gustave  K.  Berger,  M.D. 

Chairman 

(The  report  was  filed  with  tlie  recommendation 
that  the  Board  of  Trustees  charge  the  Committee  on 
Alternative  Methods  of  Health  Care  Deliveiy  and 
Health  Planning  with  the  task  of  investigating  and 
establishing  a patient  advocate  panel  regarding 
matters  pertaining  to  HMOs,  IPAs,  PPOs,  and  other 
organized  health  care  plans,  and  with  pursuing,  if 
necessary,  legislation  giving  the  Society  the  authority 
to  act  in  the  public  interest  in  matters  regarding 
these  organizations.) 

PROGRAM  COMMITTEE 

The  Program  Committee  hereby  records  for  the 
official  record  the  program  arranged  for  the  Annual 
Meeting  of  the  Medical  Society  of  Delaware  on 
November  16,  1985. 

9:10  INTRODUCTION  OF  SCIENTIFIC  PRO- 
GRAM-“MEDICINE;  PAST,  PRESENT, 
AND  FUTURE” 

9:15  “RECENT  ADVANCES  IN  MAGNETIC 
RESONANCE  IMAGING” 

Robert  I.  Grossman,  M.D.,  Associate  Pro- 
fessor of  Radiology  and  Neurosurgery,  Uni- 
versity of  Pennsylvania  School  of  Medicine; 
Co-Chief  of  Neuroradiology,  Hospital  of  the 
University  of  Pennsylvania 
10:00  “DISEASES  OF  TRAVELERS” 

Martin  S.  Wolfe,  M.D.,  Specialist  in  Tropi- 
cal Medicine;  Office  of  Medical  Services, 
Department  of  State;  Clinical  Professor  of 
Medicine,  George  Washington  University 
School  of  Medicine 
10:45  INTERMISSION 

11:15  “A  FIRST-HAND  STORY  OF  THE  ERADI- 
CATION OF  SMALLPOX” 

Donald  R.  Hopkins,  M.D.,  Assistant  Sur- 
geon General,  U.S.  Public  Health  Service; 
Deputy  Director,  Centers  for  Disease  Con- 
trol, Atlanta 

12:30  “ART,  MEDICINE,  AND  THE  HUMAN 
p.m.  CONDITION” 

Diane  Kai-p,  Ph.D.,  Assistant  Curator  for 
Ars  Medica  Collection,  Philadelphia  Mu- 
seum of  Art 

2:00  “THE  LITHOTRIPTOR:  REVOLUTION 

IN  KIDNEY  STONE  MANAGEMENT” 
Daniel  M.  Newanan,  M.D.,  Director,  Metho- 
dist Hospital  of  Indiana  Institute  for  Kid- 
ney Stone  Disease 

2:45  “PAST,  PRESENT,  AND  FUTURE  OF 
TRANSPLANTATION” 

Robert  C.  Mackow,  M.D.,  Instructor  in 
Medicine,  Georgetown  University  School 
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of  Medicine;  Co-Director,  Hemapheresis 
Unit,  and  Director  of  Medical-Renal  Trans- 
plantation, Georgetown  University  Hospital 
3:30  ADJOURNMENT 

As  an  organization  accredited  for  Continuing 
Medical  Education,  the  Jefferson  Medical  College 
designates  this  Continuing  Medical  Education  offer- 
ing as  meeting  the  criteria  for  4/2  hours  in  Category 
I of  the  Physician’s  Recognition  Award  of  the  Ameri- 
can Medical  Association.  The  program  has  also 
been  reviewed  and  is  acceptable  for  4/2  Prescribed 
hours  by  the  American  Academy  of  Family  Physi- 
cians. 

Suggestions  for  topics  for  next  year’s  meeting  will 
be  welcomed  by  the  incoming  President. 

E.  Wayne  Martz,  M.D. 

Chairman 

(The  report  was  filed  with  commendation  to  Dr. 
Martz.) 

PUBLIC  AND  PROFESSIONAL 
EDUCATION  COMMIHEE 

At  a meeting  of  the  committee  on  July  24,  1984, 
it  was  recommended  unanimously  that  the  Medical 
Society  of  Delaware  should  seek  independent  ac- 


creditation from  the  Accreditation  Council  for  Con-  , 
tinning  Medical  Education  (ACCME)  as  an  insti-  ■ 
tution  authorized  to  conduct  and  sponsor  Category' 

I programs  of  continuing  medical  education  for 
physicians.  At  that  time,  the  previous  arrangement,  ^ 
whereby  Jefferson  Medical  College  co-sponsored  . 
and  accredited  programs  of  CME  in  Delaware, 
seemed  to  be  in  some  jeopardy.  In  order  to  pre- 
serve our  options  and  assure  our  ability  to  function 
independently  if  necessary,  it  was  felt  that  some 
major  organization  in  Delaware  should  have  such  ac- 
creditation. It  was  necessary  to  select  from  among 
the  Medical  Society  of  Delaware,  the  Delaware 
Academy  of  Medicine  and  The  Medical  Center  of  , 
Delaware  the  one  to  be  so  authorized.  Eventually 
there  was  a tacit  understanding  that  the  Academy 
would  assist  the  Medical  Society  in  obtaining  ac-  ^ 
creditation,  and  in  return  the  Medical  Society,  , 
through  its  authorization  to  accredit  institutions 
wihin  its  borders,  would  accredit  the  Academy.  | 

The  recommendation  of  the  Public  and  Profes-  j 
sional  Education  Committee  was  subsequently 
adopted  by  the  Board  of  the  Medical  Society  of 
Delaware,  and  payment  of  the  application  fee  of 
$1,800  was  authorized.  Appropriate  application 
forms  were  obtained  from  ACCME,  but  before  they 
were  completed  for  submission,  the  Medical  Society 
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was  notified  by  ACCME  that  our  Society  would  be 
surveyed  on  a site  visit  to  determine  if  we  should 
be  authorized  to  continue  to  accredit  institutions 
within  our  state  borders.  (This  was  to  authorize 
us  to  accredit  other  institutions  so  they  could  con- 
duct Category  I programs,  not  to  accredit  us  so  that 
we  could  conduct  Category  I programs.)  A special 
meeting  of  tlie  Public  and  Professional  Education 
Committee  was  held  in  Dover  on  January  16,  1985, 
to  prepare  for  the  anticipated  site  visit  and  survey. 
A lengthy  questionnaire  from  the  ACCME  was 
divided  up  among  members  of  the  committee  with 
small  subcommittees  formed  to  assume  responsibility 
for  each  section  of  the  questionnaire.  This  activity 
was  successfully  carried  out  during  the  following 
months  and  on  June  14,  1985,  a special  team  from 
ACCME  spent  the  day  looking  over  our  records, 
policies,  etc.  The  team  consisted  of  Dr.  Albert  N. 
May,  ChaiiTnan,  and  Mrs.  Beckett  Shady-King  from 
the  Indiana  State  Medical  Association. 

A special  luncheon  meeting  of  the  committee  was 
called  for  the  date,  and  the  site  visitor  inspectors 
participated  actively  in  the  meeting.  They  were 
visibly  impressed  by  the  energy  and  enthusiasm  of 
the  committee  as  well  as  by  their  familiarity  with 
tlie  policies  and  requirements  of  the  ACCME.  It 
had  been  pointed  out  to  us  prior  to  the  site  visit 
that  we  were  lacking  certain  written  policies  rela- 
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overlooked  in  meeting  your 
specifie  requirements,  from 
open  space  for  interior  desigi 
flexibility  to  state-of-the-art 
climate  eontrol  and  seeurity 
systems. 


A limited  number  of 
eondominium  office  suites 
are  still  available  for 
physieians  directly  associated 
with  Christiana  Hospital.  For 
information,  call  Leigh 
Johnstone,  Gilpin  Alleghenv 
Realty  Co.,  302/652-2002.  ’ 
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tive  to  our  own  accreditation  procedures.  A draft 
of  proposed  policies  was  submitted  to  the  committee 
and  to  the  site  visit  team  at  this , luncheon  meeting. 
The  site  visit  team  reviewed  the  draft  and  sug- 
gested some  changes.  The  entire  document,  with 
agreed  upon  changes,  was  adopted  by  the  com- 
mittee and  recommended  to  the  Board  of  Trustees 
of  the  Medical  Society  of  Delaware.  As  of  the  time 
of  writing  of  this  report,  we  still  have  not  been 
notified  of  the  results  of  this  site  visit.  The  applica- 
tion for  independent  accreditation  direct  from 
.\CCME  is  being  held  in  abeyance,  pending  receipt 
of  this  notification  and,  if  approved,  reaffirmation 
of  the  understanding  vnth  the  Delaware  Academy 
of  Medicine  that  both  organizations  would  become 
accredited  to  conduct  Category  I CME  programs. 

It  should  be  noted  and  called  to  the  attention  of 
the  membership  that  in  the  summer  of  1984  the 
General  Assembly  of  the  State  of  Delaware  passed 
a law  requiring  20  hours  of  continuing  medical  edu- 
cation per  vear  for  renewal  of  licensure  to  practice 
medicine.  The  Board  of  Medical  Practice  of  Del- 
aware was  given  the  authority  to  determine  criteria 
and  a mechanism  for  defining  which  educational 
programs  would  meet  the  requirements  of  this  law. 
The  regulation  adopted  by  the  Board  specifies  that 
prior  to  renewal  of  a registration  to  practice  medi- 
cine in  this  State,  a physician  must  be  prepared 
to  supply  the  Board  with  proof  that  he  has  com- 
pleted twenty  hours  per  year  of  continuing  medical 
education  in  Category  I courses  approved  by  the 
-American  Medical  Association  or  the  American 
Osteopathic  Association  since  the  time  of  the  phy- 
sician’s last  renewal  of  his  registration.  Certifica- 
tion by  the  Medical  Society  of  Delaware  that  a phy- 
sician has  completed  such  continuing  medical  edu- 
cation since  the  time  of  his  latest  renewal  of  his 
registration  shall  be  acceptable  proof  of  completion 
of  these  requirements. 

E.  Wayne  Martz,  M.D. 

Chairman 

(The  report  was  filed.) 

PUBLIC  LAWS  COMMITTEE 


i 


In  1985  the  Public  Laws  Committee  met  seven 
times  between  February  20th  and  June  19th.  It 
discussed  a total  of  98  bills  and  resolutions  and 
recommended  action  to  support  or  oppose  them  to 
the  Board  of  Trustees. 


Of  55  bills  supported  by  the  committee,  11  passed 
both  houses  of  the  legislature  and  were  signed  into 
law  by  the  governor.  Five  bills  were  opposed  by 
the  committee  and  by  the  Board  of  Trustees;  none 
was  signed  into  law. 

After  study  and  discussion,  the  committee  recom- 
!j  mended  taking  no  action  on  23  bills.  Of  the  re- 
;]  maining  15,  several  were  resolutions  that  were  pre- 
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‘Diabetic  Monitoring  Training— we 
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sented  for  information  only  since  they  had  already 
passed  the  House  and/or  Senate  and  several  were 
stricken  or  tabled  prior  to  final  action  by  the  com- 
mittee. 

An  enormous  amount  of  work  goes  into  the 
preparation  for  the  meetings  of  this  committee, 
which  this  year  considered  an  average  of  14  bills 
at  each  meeting.  For  this,  the  committee  wishes 
to  thank  the  staff  of  the  Medical  Society  of  Dela- 
ware, and  especially  Mrs.  Beverly  Dieffenbach. 

.\llston  J.  Morris,  M.D. 

Chairman 

(The  report  was  filed.) 

PUBLICATION  COMMITTEE 

Volume  56  (1984)  of  the  Delaware  Medical  Jour- 
nal contained  37  original  papers,  22  letters,  38  edi- 
torials and  51  book  reviews.  Twenty- three  original 
papers  were  authored  or  co-authored  by  41  Del- 
aware physicians.  Five  of  the  remaining  original 
papers  were  adapted  from  presentations  at  various 
Delaware  medical  institutions. 

In  July  1985,  the  Delaware  Medical  Journal  pub- 
lished a special  focused  issue  devoted  to  the  hazards 
of  smoking.  The  issue  was  embellished  by  a colored 
cover  paid  for  by  a grant  from  the  Diamond  State 
IPA.  The  cover  picture  was  the  winner  in  a poster 
contest  for  Wilmington  school  children  arranged  by 
Mark  Glassner,  M.D.,  chairman  of  the  local  chapter 
of  Doctors  Ought  To  Care  (DOC).  The  editorial 
content  of  the  issue  was  arranged  by  Kevin  Roberts, 
M.D.,  a family  practice  resident  at  the  time.  The 
issue  was  exhibited  recently  as  part  of  the  DOC 
exhibit  at  a national  medical  meeting.  Plans  for 
1986  include  production  of  four  focused  issues,  oc- 
cupational medicine,  malpractice,  emergency  medi- 
cine, and  cancer,  to  be  co-edited  by  William  L. 
Sprout,  M.D.,  Stephen  R.  Permut,  M.D.,  Ben  C. 
Corballis,  M.D.,  and  Robert  W.  Frelick,  M.D.,  re- 
spectively. 

The  editor  wishes  to  express  her  thanks  to  the 
1985  Editorial  Board:  Brajesh  Agarwal,  M.D.,  Leroy 
B.  Buckler,  M.D.,  Elizabeth  Craven,  M.D.,  Alvin 
Coldfarb,  M.D.,  Glenn  E.  Graybeal,  M.D.,  Richard 
F.  Gordon,  M.D.,  Stephen  S.  Grubbs,  M.D.,  Wil- 
liam L.  Jaffee,  M.D.,  William  E.  Miller,,  M.D.,  Gary 
M.  Owens,  M.D.,  Kent  A.  Sallee,  M.D.,  Narinder  G. 
Singh,  M.D.,  William  L.  Sprout,  M.D.,  Ignatius  J. 
Tikellis,  M.D.,  Richard  Winkelmayer,  M.D.,  and 
John  Yindra,  M.D. 

The  support  of  the  Publication  Committee,  consist- 
ing of  Martin  J.  Cosgrove,  M.D.,  Stephen  H.  Frank- 
lin, M.D.,  WfUiam  J.  Holloway,  M.D.,  Joseph  F. 
Kestner,  Jr.,  M.D.,  Robert  C.  Knowles,  M.D.,  E. 
Wayne  Martz,  M.D.,  James  P.  Marvel,  Jr.,  M.D., 
James  H.  Newman,  M.D.,  P.  John  Pegg,  M.D., 
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William  A.  Taylor,  M.D.,  John  S.  Wills,  M.D.,  is 
also  acknowledged. 

Features  editors  E.  Wayne  Martz,  M.D.,  (Book 
Reviews),  John  S.  Wills,  M.D.,  (View  Box),  Dennis 
Rae  Witmer,  M.D.,  (In  Black  and  White),  and 
William  L.  Jaffee,  M.D.,  (Medical  Grand  Rounds) 
have  performed  ably. 

The  staff  of  the  Medical  Society  of  Delaware,  es- 
pecially Mrs.  Anne  Shane  Bader  and  Mrs.  Beverly 
Dieffenbach,  are  supportive  in  too  many  ways  to 
detail.  In  May,  Mrs.  Gail  D.  Tolpin  began  as  edi- 
torial assistant;  her  interest  and  industry  are  also 
acknowledged  and  appreciated. 

As  always,  members  of  the  Society  are  encouraged 
to  contribute  and  to  encourage  their  colleagues  to 
contribute  to  their  Journal  in  the  form  of  letters, 
editorials,  special  reports,  scientific  papers,  and  sug- 
gesitlons  for  its  improvement.  We  also  encourage 
notification  of  personal  achievements  (awards,  ad- 
dresses, publications  elsewhere,  etc.). 

Bernadine  Z.  Paulshock,  M.D.,  Editor 
Delaware  Medical  Journal 
Chairman 

(The  report  was  filed.) 

DELAWARE  MEDICAL  JOURNAL 
Statement  of  Receipts  and  Disbursements 

I/1/85-10/3I/85 


Balance  in  Checking  Account $ 3,054.09 

Total  Receipts 56,898.53 

Total  Disbursements 59,631.49 


Anne  Shane  Bader 
Business  Manager 

(The  report  was  filed.) 

The  remainder  of  the  reports  and  resolutions  con- 
sidered at  the  House  of  Delegates  Meeting  will  be 
published  in  the  February  1986  issue  of  the  Dela- 
ware Medical  Journal. 

The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members  for  reference. 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 


office,  658-3957. 


COPING  WITH  CHEMOTHERAPY,  by  Nancy  Bru- 
ning,  Doubleday  & Co.,  Inc.,  New  York,  1985. 
304  pp.  Price  $15.00. 

This  book  was  written  for  patients  by  an  ex- 
perienced medical  writer  who  at  the  age  of 
thirty-one  had  a modified  radical  mastectomy  for 
breast  cancer  with  axillary  lymph  node  metas- 
tases,  followed  by  chemotherapy  “for  insurance.” 
Her  message  is  a composite  of  her  personal  ex- 
perience plus  extensive  research  during  which 
she  interviewed  over  fifty  cancer  specialists 
(physicians,  nurses,  social  workers,  research  sci- 
entists) plus  innumerable  patients.  There  are 
many  vivid  case  histories.  She  researched  the 
problem  and  wrote  this  book  while  she  was  get- 
ting the  chemotherapy. 

She  takes  the  reader  step  by  step  through  the 
personal,  emotional,  mental,  and  physical  an- 
guish of  the  chemotherapy  patients.  She  de- 
scribes the  many  different  types  of  chemothera- 
peutic agents  with  accurate  descriptions  of  their 
expected  side  effects  and  benefits.  There  are 


many  practical  tips,  such  as  how  to  purchase  a: 
wig,  and  how  to  minimize  nausea  and  vomiting. 

Included  are  discussions  of  the  many  com- 
munity and  organizational  agencies  available  to 
help,  with  addresses  and  phone  numbers.  Em- 
phasis throughout  is  on  the  specifics  of  how  to 
cope  with  the  ill  feelings  of  chemotherapy  on  a 
day  to  day  basis,  and  how  it  is  possible  to  do  ■ 
so  and  come  out  an  adjusted  whole  person  with 
hope  for  a reasonably  normal  future. 

This  is  a good  book  to  recommend  to  your 
patient  who  faces  chemotherapy.  > 

David  Platt,  M.D. 

« 

OPERATIVE  PERINATOLOGY:  INVASIVE  OBSTE- 
TRIC TECHNIQUES  by  Leslie  Iffy  and  David 
Charles,  Eds.,  Macmillan  Publishing  Company, 
New  York,  1984.  1063  pp.  Price  $110.00. 

Despite  its  subtitle.  Operative  Perinatology  i5 
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more  than  a textbook  of  invasive  obstetrics. 

Those  invasive  techniques  are  present,  to  be 
sure;  but  apt  consideration  is  also  given  to  anat- 
omy (in  five  excellent  chapters),  infection  con- 
trol, obstetric  diagnosis,  and  nutrition.  One  finds 
chapters  on  such  diverse  topics  as  the  architec- 
tural design  of  labor  and  delivery  units,  feto- 
scopy,  circumcision,  invasive  cardiology  in  preg- 
nancy, fetal  hemostasis,  and  total  parenteral  nu- 
trition. 

Generally,  the  book  delivers  what  the  title 
promises.  Surgical  techniques  are  described  in 
detail  without  lapsing  into  tedium.  Due  atten- 
tion is  given  to  the  indications  and  complications 
of  the  techniques  described.  Most  of  the  80 
chapters  (by  100  contributors)  are  well  written 
and  as  current  as  a textbook  can  be.  Given  the 
vast  subject  material  and  scope  of  the  book,  one 
finds  little  redundancy  or  repetition.  Some  more 
illustrations  of  the  procedures  would  be  useful: 


Full  Service  Nuclear  Medicine 
Laboratory 

Computerized  Imaging  - Therapy 

DELAWARE  NUCLEAR  MEDICINE 

Nuclear  Cardiology 

Thallium  and  Radionuclide  Ventriculography 
Thyroid  Evaluation  and  Treatment 


I 

330  Christiana  Medical  Center 
Newark,  DE  19702 
(302)  368-3000 


I was  also  disappointed  to  find  no  specific  chap- 
ter on  cesarian  hysterectomy,  although  a brief 
commentary  on  the  operation  is  located  in  the 
chapter  on  control  of  pelvic  hemorrhage. 

This  is  a valuable  text  which  will  make  a good 
investment  for  the  practicing  obstetrician  or  resi- 
dent. 

Robert  S.  Howe,  M.D. 

*i; 

HANDLE  WITH  CARE:  A QUESTION  OF  ALZHEIM- 
ER'S by  Dorothy  S.  Brown,  Prometheus  Books, 
Buffalo,  New  York,  1984.  120  pp.  Price  $14.95. 

This  is  a book  for  laymen.  Dorothy  S.  Brown 
is  a college  English  professor  who  writes  here 
in  quiet  fashion  of  her  ten  years  of  caring  for 
her  mother  who  had  Alzheimer’s  disease.  She 
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details  the  day  to  day  struggles  and  all  the  many 
mechanisms  she  used  to  cope.  She  outlines  the 
helpful  community  resources  she  found  along 
the  way,  and  how  she  got  invaluable  assistance 
from  non- professional  friends.  Finally,  in  lay- 
man’s language,  she  gives  a clear  account  of  the 
state  of  the  art  of  scientific  research  into  the 
causes  of  Alzheimer’s  disease. 

This  is  a valuable  book  for  any  physician  who 
is  involved  with  primary  care  to  read  in  order 
to  be  able  to  recommend  it  intelligently  to  any 
family  with  a loved  one  stricken  with  this  dis- 
ease. 

David  Platt,  M.D. 


MASON  AND  CURREY'S  CLINICAL  RHEUMA- 
TOLOGY, Third  Edition,  edited  by  H.  L.  F.  Currey, 
J.  B.  Lippincott  Company,  Philadelphia,  PA., 
1980.  372  pp.  Price  $41.50. 

This  brief  text  of  clinical  rheumatology  edited 
by  H.  L.  F.  Currey,  professor  of  rheumatology 
and  director  of  the  Bone  and  Joint  Research  Unit 
at  the  London  Hospital  Medical  College  is  most 
notable  for  its  British  slant  on  topics  familiar 
to  an  arthritis  text.  Published  five  years  ago  it 
is  obviously  already  outdated  in  certain  areas 
such  as  the  discussion  of  connective  tissue  dis- 
ease and  immunogenetics.  That  is  not  to  say 
that  it  does  not  provide  useful  information.  For 
the  price,  however,  it  cannot  be  recommended 
at  the  present  time.  It  is  poorly  referenced  and 
much  less  detailed  than  any  number  of  more 
recent  rheumatology  texts.  I was  happy  to  see 
mention  of  Lyme  arthritis  although  I was  a bit 
dismayed  to  see  it  listed  under  the  less  common 
rheumatic  conditions.  There  is  a rather  nice 
chapter  on  the  physical  examination  of  the  joints, 
an  area  where  the  British  excel.  In  his  com- 
ments, Dr.  Currey  mentions  that  the  aim  of  this 
text  is  “a.  practical  account  of  clinical  rheuma- 
tology in  a more  readable  form  than  is  generally 
possible  in  large  comprehensive  textbooks.”  In 
that  sense  the  book  is  a qualified  success.  My 
reservation  is,  not  enough  bang  for  the  buck. 

James  H.  Newman,  M.D. 


1985  YEARBOOK  OF  PEDIATRICS  by  Frank  A. 
Oski,  M.D.  and  James  A.  Stockman,  III,  M.D., 
Year  Book  Publishers,  Inc.,  Chicago,  1985.  608 
pp.  Price  $45.10. 

This  “Yearbook”  continues  to  be  a good  refer- 
ence source  for  the  pediatric  library. 

There  are  concise  extracts  from  85  journals 
with  the  usual  excellent  and  accurate  content 
that  the  readers  have  come  to  expect  ( after  85 
years  of  this  publication). 

The  well  balanced,  though  sometimes  verbose, 
editorial  comments  given  after  most  of  the  ar- 
ticles by  Oski  or  Stockman  highlight  the  scien- 
tific findings  and  make  for  interesting  reading. 

A brief  new  feature  in  the  chapter  on  der- 
matology is  “What’s  New  in  Pediatric  Derma- 
tology.” Walter  W.  Tunnessen,  Jr.  abstracted 
some  highlights  from  the  annual  meeting  of  the 
Society  for  Pediatric  Dermatology  with  practical 
information  for  the  practicing  physician. 
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The  format  this  year  has  been  changed  slightly 
so  that  it  is  easier  to  identify  the  source  of  the 
abstracts. 

George  R.  Hilty,  III,  M.D. 


^ ^ 

THE  DIVINE  BANQUET  OF  THE  BRAIN  AND 
OTHER  ESSAYS,  by  Macdonald  Critchley,  Raven 
Press,  New  York,  1979.  278  pp.  Price  $19.50. 

Dr.  Macdonald  Critchley  is  a famous  British 
neurologist  and  academician.  His  book  is  a col- 
lection of  unrelated  essays  which  can  be  read 
in  any  order  as  the  titles  attract  one.  They  are 
uneven;  all  are  at  least  mildly  interesting;  some 
are  just  great.  They  vary  from  “The  Evolution 
of  Man’s  Capacity  for  Language,”  through  “Tat- 
tooed Ladies,”  “Mans  Attitude  to  His  Nose,”  and 
“Idiots  Savants”  to  “Five  Illustrious  Neurolo- 
gists.” This  book  is  fun  reading. 

David  Platt,  M.D. 


US  )t£ 

FINDING  THE  SOURCE  OF  MEDICAL  INFORMA- 
TION: A THESAURUS-INDEX  TO  THE  REFERENCE 
COLLECTION,  by  Barbara  Smith  Shearer  and 
Geneva  L.  Bush,  Greenwood  Press,  Westport, 
CT.,  1985.  225  pp.  Price  $35.00. 

What  is  normal  hemoglobin  for  dogs?  How 
can  I find  out  what  the  U.S.  government  prints 
on  occupational  health?  Is  there  a hospital  in 
Nairobi  and  how  many  beds  does  it  have? 

This  “book”  is  actually  a list  of  447  reference 
books  plus  a 181  page  thesaurus-indexed  the 
same.  Schearer  and  Bush,  both  librarians  and 
assistant  professors  of  information  science  at  the 
University  of  Southern  Alabama  School  of  Medi- 
cine and  assistant  professors  of  information  sci- 
ence at  the  University  of  South  Alabama  Col- 
lege of  Medicine  describe  themselves  as  “com- 
pilers” not  as  “authors.” 

Users  of  libraries  fully  staffed  by  reference 
librarians  may  not  need  this  book;  those  less  for- 
tunate might  use  it  frequently. 

Bernadine  Z.  Paulshock,  M.D. 
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Book  Reviews 


THE  UNBORN  PATIENT:  PRENATAL  DIAGNOSIS 
AND  TREATMENT  by  Michael  Harrison,  Mitchell 
Golbus,  and  Roy  Filly,  Grune  & Stratton,  Inc., 
Orlando,  Florida,  1984.  455  pp.  Ulus.  Price 
$59.50. 

The  Unborn  Patient  is  based  on  the  work  of 
the  Fetal  Treatment  Program  at  the  University 
of  California,  San  Francisco.  Under  the  direc- 
tion of  the  authors— respectively  a pediatric  sur- 
geon, obstetrician,  and  radiologist— this  group 
has  become  widely  recognized  in  the  growing 
field  of  antenatal  surgery.  The  book  presents 
epidemiology,  etiology,  diagnosis,  and  treatment 
of  various  fetal  diseases  and  abnormalities,  in- 
cluding metabolic  disorders,  non-immune  hy- 
drops, diaphragmatic  hernia,  hydronephrosis, 
and  hydrocephalus.  Most  of  these  chapters  give 
a “nuts  and  bolts”  approach  to  diagnosis  and  to 
medical,  obstetrical,  or  surgical  issues  of  man- 
agement. Several  chapters  are  devoted  to  the 
historical,  legal,  and  ethical  aspects  of  fetal  medi- 
cine, providing  a social  framework  for  the  con- 


sideration of  treatment.  Chapters  on  amniocen- 
tesis, fetoscopy,  ultrasound  (fully  92  pages), 
anesthesia,  and  experimental  models  for  fetal 
treatment  round  out  this  compact  text.  Most  I 
impressive  and  useful  is  the  chapter  on  ab- 
dominal wall  defects— data  such  as  those  pre- 
sented on  management  and  outcome  of  delivery 
simply  can  not  be  found  in  other  obstetrics  texts. 

The  quality  of  the  contributions,  by  ten  au- 
thors, ranges  from  .superb  to  satisfactory.  Illus- 
trations are  clear  and  helpful,  while  the  color 
photos  of  fetal  surgery  border  on  the  sensational. 

The  Unborn  Patient  is  recommended  to  ob- 
stetricians with  an  interest  in  fetal  malformations 
and  perinatology.  Other  obstetricians  will  find 
the  chapters  on  abdominal  wall  defects  and  hy- 
drops helpful  in  uncommon  clinical  situations, 
while  the  chapter  on  ultrasound  is  as  good  a 
description  of  that  technique’s  use  in  obstetrics 
as  any  I have  seen. 

Robert  S.  Howe,  M.D. 
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Bonk  Reviews 


MATERNAL-FETAL  MEDICINE:  PRINCIPLES  AND 
PRACTICE  by  Robert  Creasy  and  Robert  Resnik, 
Eds.,  W.  B.  Saunders,  Philadelphia,  1984.  1109 
pp.  Ulus.  Price  $100.00. 

Moternal-Fetal  Medicine  is  intended  as  a ref- 
erence source  extending  “a  step  be\ond  the 
basics,  exploring  and  amplifying  those  issues  per- 
tinent to  advances  in  obstetrical  knowledge  and 
care  that  are  based  on  a scientific  foundation.” 
Accordingly,  the  book  contains  an  impressive 
amount  of  basic  scientific  information,  which 
serves  as  a framework  for  most  chapters.  Di- 
vided into  four  parts,  the  book  covers  fetal  de- 
velopment, diagnostic  modalities,  maternal  and 
fetal  pathophysiology,  and  the  neonate.  This 
last  part  consists  of  a single  chapter  on  resusci- 
tation and  problems  of  the  premature  infant. 
The  other  three  parts  go  into  considerably 
greater  detail,  and  are  surprisingly  well  organ- 


ized and  readable,  if  words-  at  limc's.  (duiptcrs 
on  maternal  diseases  in  |)regnancv  are  more  com- 
plete than  in  the  most  recent  Willianis  Obstetrics 
and  more  clinicalK’  useful  than  in  the  second 
edition  of  Medical  Complications  of  Pregnancy. 
The  section  on  fetal  development  is  as  detailed 
as  any  non-embr\'ologv  text  could  reasonably 
be,  while  the  chapters  on  diagno.stic  modalities 
give  good  discussions  of  sonograplu-,  fetal  move- 
ments, fetal  heart  rate  monitoring,  and  maternal- 
fetal  endocrinology.  Surprisinglv,  the  biophysi- 
cal profile  is  never  mentioned. 

The  overall  quality  of  this  book  is  high.  It 
is  a strong,  consi.stent  text  which  will  be  useful 
to  all  serious  students  of  obstetrics.  Upper  level 
residents  will  find  it  a suitable  primary  reference 
for  most  obstetric  topics. 

Robert  S.  Howe,  M.D. 
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In  Brief 


Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


Call  Physicians  Call  physicians  are  needed  at  the  Alfred  I.  du  Pont  Institute.  Hours  are  7 p.m.  to 
Needed  7 a.m.  Dinner  and  breakfast,  sleeping  accommodations,  and  white  coats  are  pro- 
vided. The  Institute’s  policy  will  cover  insurance.  Pediatricians  and  family  prac- 
titioners are  suggested  for  the  job.  Responsibilities  include  all  medical  problems. 
Contact  Harold  Marks,  M.D.,  at  651-5930  for  more  information. 


Critical  Care  The  15th  Annual  SCCM  Educational  and  Scientific  Symposium  will  be  held  May  27-31, 
1986  in  Washington,  D.C.  The  conference  is  for  critical  care  physicians,  nurses 
apists  and  scientists,  is  sponsored  by  the  Society  of  Critical  Care  Medicine  and 
given  approximately  40  credits  in  Categoiy  I.  The  fee  is  $375  for  non-member 
physicians,  $270  for  nurses  and  therapists,  $275  for  member  physicians,  and  $225 
for  member  nurses  and  therapists.  Anyone  interested  in  obtaining  more  information 
on  the  conference  should  contact  Tracy  Schultz  at  (714)  870-5243. 


Primary  Care  “Springtime  in  Sorrento,’’  an  international  medical  conference  will  take  place  March 
Conference  13-22,  1986,  presented  by  The  Fairfax  Hospital  Department  of  Pediatrics  (Falls 
Church,  VA),  the  Georgetown  University  School  of  Medicine,  the  Bambino  Gesu  Pedi- 
atric Hospital  (Rome),  and  the  Prima  Clinica  Pediatrica  of  the  Universita  di  Napoli 
(Naples).  A Category  I CME  education  conference  will  acquaint  participants  with  a 
wide  variet)'  of  primary  medical  care  problems  in  Italy  in  allergy  and  immunology,  in- 
fectious diseases,  hematology,  altered  physiologic  states,  prenatal  amniocentesis  and 
renal  transplant  surgeiy.  The  conference  is  accepted  for  credits  by  the  American  Acad- 
emy of  Family  Physicians,  the  American  Academy  of  Pediatrics  and  the  Virginia  Nurses 
-\ssociation.  For  registration  information,  call  The  Fairfax  Hospital  Medical  Staff 
Office,  (703)  698-3101. 


Impulse  and  Friends  Medical  Science  Research  Center,  Inc.,  of  Baltimore,  Marvland,  will  sponsor 
Habit  Disorders  a national  conference  on  IMPULSE  AND  H.YBIT  DISORDERS,  Friday,  October 
10,  1986.  The  meeting  will  feature  major  presentations  by  Peter  Nathan,  Ph.D.,  on 
“Treatment  Oiitcoines  in  .‘Mcoholi.sm;’’  Jerome  Jaffe,  M.D.,  on  “Impulsivity  and  Dmg 
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In  Brief 


Pathology  Meeting 


Rheumatology 

Update 


Advanced  CPT-4 
Coding 


Gynecologic 

Cancer-1986 


Abuse;”  and  James  Masterson,  M.D.,  on  “Character  Disorders.”  The  conference  will  be 
held  at  the  Convention  Center  and  the  Hyatt  Regency  Hotel  at  the  Inner  Harbor  in 
Baltimore.  Contact  Richard  H.  Meacham,  executive  director  at  (301)  747-0243  for 
more  details. 


The  annual  meeting  of  the  United  States-Canadian  Division  of  the  International  Acad- 
emy of  Pathology  will  be  held  at  the  New  Orleans  Hilton  in  New  Orleans,  Louisiana 
from  March  10-March  14,  1986.  Scientific  papers,  poster  sessions,  thirteen  specialty 
conferences,  and  40  short  courses  are  scheduled.  Two  special  courses  will  be  offered 
on  “Electron  Microscopy  in  Surgical  Pathology”  with  Dr.  Bruce  Mackay  as  course 
director  and  “Immunopathologic  Techniques  in  Diagnostic  Pathology”  with  Dr.  Robert 
McCluskey  as  course  director.  The  long  course  will  be  on  “Malignant  Lymphoma, 
Leukemia,  and  the  Immune  System:  From  Cacophony  to  Clarity”  with  Drs.  Costan 
Berard  and  Ronald  Dorfman  as  course  directors.  Timely  Topics  in  Pathology  will 
feature  a session  on  “Epidemiology  and  Prevention  in  AIDS”  presented  by  Dr.  James 
W.  Curran.  Further  information  about  the  meeting  and  courses  may  be  obtained  from 
Dr.  Nathan  Kaufman,  United  States-Canadian  Division  of  the  International  Academy 
of  Pathology,  Building  C,  Suite  B,  3515  Wheeler  Road,  August,  GA  30909,  or  by 
phoning  (404)  733-7550. 


A RHEUMATOLOGY  UPDATE  will  be  held  Tuesday,  March  4,  1986  at  the  Dela- 
ware Academy  of  Medicine  from  7:30  a.m.-5  p.m.  Category  I CME  credits  will  be 
given.  A day  of  lectures  and  panel  discussions  is  planned.  Visting  faculty  will 
include  Raphael  J.  Dehoratius,  M.D.,  Charles  D.  Tourtellotte,  M.D.,  Michael  D. 
Lockshin,  M.D.,  and  Robert  S.  Pinals,  M.D.  For  infoiTnation  call  (302)  658-7596. 


Advanced  CPT-4  Coding  workshops  will  be  held  in  Baltimore,  Maryland,  March  20; 
in  Montvale,  New  Jersey,  March  13;  New  Bmnswick,  New  Jersey,  June  11;  New 
York  City,  March  20  and  June  25;  Pittsburgh,  May  8;  and  Washington,  D.C.,  April 
30.  The  workshops  are  designed  to  help  office  staff  increase  their  competence  in  the 
use  of  CPT  codes  for  claims  processing.  Sponsored  by  the  American  Medical  Asso- 
ciation, the  half  day  workshop  has  a fee  which  covers  refreshments  and  workshop 
materials.  CPT-4  Coding  books  will  be  available  in  limited  numbers  at  the  workshop. 
To  register  or  for  more  information,  call  the  AMA  Practice  Management  Registrar 
collect  at  (312)  645-4958. 


The  American  Cancer  Society  will  sponsor  the  national  conference  on  GYNECOLOGIC 
CANCER— 1986  to  be  held  September  17-19  in  the  Atlanta  Hilton,  Atlanta,  Georgia. 
This  conference  meets  the  criteria  for  16/2  hours  in  Category  I of  the  Physician’s  Recog- 
nition Award  of  the  American  Medical  Association.  Continuing  Education  Units 
from  other  organizations  have  also  been  requested.  Advanced  registration  is  requested. 
The  advanced  registration  fee  will  be  $200  for  physicians  and  $100  for  aU  other 
health  professionals.  After  September  3,  the  fee  will  go  up.  There  is  no  registration 
fee  for  students,  interns,  residents,  and  American  Cancer  Society  Fellows  or  Career 
Development  Awardees.  For  further  information  write  to:  American  Cancer  Society, 
National  Conference  on  Gynecologic  Cancer— 1986,  90  Park  Avenue,  New  York,  New 
York,  10016. 
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Hand  Surgery  A course  on  peripheral  nerve  problems  sponsored  by  the  American  Society  for  Surgery 
of  the  Hand  will  take  place  April  2-4,  1986,  at  Snowbird  Ski  and  Summer  Resort  in 
Snowbird,  Utah.  The  purpose  of  the  course  is  to  explore  the  methods  for  solving 
specific  clinical  peripheral  nerve  problems.  Experimental  methods  used  to  study 
particular  aspects  of  the  basic  physiology  and  internal  morphology  will  be  presented. 
This  course  will  meet  the  criteria  for  14  credit  hours  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association.  Tuition  for  the  course  is 
$450.00  with  prior  registration. 


Counseling  Counseling  Strategies  for  Physicians  is  the  program  title  for  a session  to  take  place 

Strategies  in  Oahu,  Hawaii,  March  24-29,  1986  sponsored  in  part  by  the  University  of  Texas 
at  Tyler,  Department  of  Social  Sciences.  The  program  is  approved  for  17  hours  of 
AMA/PRA  Category  I.  Faculty  will  discuss  social  change,  family  violence,  addiction, 
and  human  sexuality  as  considerations  in  dealing  with  patients.  They  will  present 
problems  likely  to  be  encountered  with  specific  groups  of  clients  such  as  teenagers, 
minority  groups,  aging  clients,  and  pregnant  women.  For  further  information  call 
1-800-392-4900-737. 


Post-Ad  option 
Services  in 
Delaware 


Children’s  Bureau  of  Delaware  provides  comprehensive  post-adoption  services  to  adop- 
tive parents,  adoptees,  and  birth  parents  related  to  post-adoption  issues,  concerns  or 
problems.  Counseling  services  are  available  to  persons  regardless  of  whether  or  not 
the  adoption  took  place  thrugh  Children’s  Bureau  or  through  the  Delaware  courts. 
For  furAer  information,  please  call  Children’s  Bureau  of  Delaware  at  658-5177. 


OUR  JOB  MAKES  YOUR  JOB  EASIER  . . . 


medical  TEMP^ 

A 24  Hour  Full  Service  Temporary  Medical  Agency 

(302)  571-8584 

Suite  201  * 2000  Pennsylvania  Avenue 
Wilmington,  Delaware  19806 
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PHYSICIAN^S  OFFICE  LABORATORY 
Saturday,  April  12,  1986 

Sponsored  by: 

DEPARTMENT  OF  PATHOLOGY  AND  LABORATORY  MEDICINE 
HOSPITAL  OF  THE  UNIVERSITY  OF  PENNSYLVANIA 


8:00  a. m. -8:30  a.m. 
8:30  a.m. -8:45  a.m. 


8:45  a.m. -9:30  a.m. 


9:30  a.m. -10:15  a.m. 


10:15  a.m. -10:30  a.m. 
10:30  a.m.-l  1:15  a.m. 


11:15  a.m. -Noon 


Noon-1 :30  p.m. 

1:30  p.m. -2:15  p.m. 


2:1 5 p.m. -3:00  p.m. 


3:00  p.m. -3:1 5 p.m. 
3:15  p.m. -4:45  p.m. 
4:45  p.m.-5:00  p.m. 


PROGRAM 

Registration 

Introduction 

Donald  S.  Young,  M.D.,  Ph.D. 

Director,  Division  of  Laboratory  Medicine 

Reimbursement  Regulations  and  the  Physician  Office 
Laboratory 

Leon  Grotkowski,  MBA,  Vice-Chairman,  Administration 
Department  of  Pathology  and  Laboratory  Medicine 

Regulations  Affecting  Licensure  of  Laboratories  in 
Pennsylvania 

Joseph  Gasiewski,  Supervisor,  Laboratory  Examiners, 
Division  of  Laboratory  Improvement,  Bureau  of 
Laboratories  Pennsylvania  Department  of  Health 

Coffee  Break 

The  Nuts  and  Bolts  of  Directing  Your  Office  Laboratory 

Mildred  K.  Fleetwood,  Ph.D.,  Faculty 
Geisinger  Medical  Center 

Practical  Guidelines  for  Quality  Control  in  Physician 

Laboratories  Office 

George  Cembrowski,  M.D.,  Ph.D. 

Faculty,  Division  of  Laboratory  Medicine 
Luncheon  Break 

Legal  Aspects  of  Physician  Office  Lab  Testing 
Josephine  Bartola,  J.D.,  Director,  Division  of  Laboratory 
Improvement,  Bureau  of  Laboratories  Pennsylvania 
Department  of  Health 

Using  Personal  Computers  to  Handle  Practice  Patient  and 
Financial  Information 

Arlo  Sirochman,  MT  (ASCP)  Thomas  McAleer 

Manager,  Computer  Operations  Computer  Specialist 

Break 

Demonstration  of  instrument  systems 
Wrap-Up 


Registration  fee  (includes  lunch): 

$50  Physicians  — $25  Non-Physicians  and  Physicians  in  Training 
Refund  of  registration  fee  will  not  be  granted  if  notice  of  cancellation  is 
received  later  than  10  days  prior  to  workshop  starting  date. 

MAKE  CHECKS  PAYABLE  TO:  The  University  of  Pennsylvania 
MAIL  TO:  DONALD  S.  YOUNG,  M.D.,  Ph.D. 

Department  Pathology  and  Laboratory  Medicine 
Hospital  of  the  University  of  Pennsylvania 
3400  Spruce  Street,  Philadelphia,  PA  19104 
REGISTRATION  DEADLINE:  MARCH  20,  1986 
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The  primary  aim  of  a medical  consultation 
is  to  benefit  the  patient.  As  with  many  other 
medical  procedures,  the  process  of 
consultation  has  changed  with  time.  I would 
like  to  review  what  consultations  were 
previously  and  what  they  have  now  become. 

Formerly,  as  at  present,  it  was  customary 
for  the  physician  of  record  to  call  a specialist 
when  he  needed  diagnostic  or  therapeutic 
help,  when  he  needed  to  share  the  burden  of 
an  ill  patient,  or  when  the  patient  needed  the 
added  confidence  of  another  opinion.  The 
request  for  consultation  was  done  personally, 
either  by  phone  or  directly  and  there  was  no 
written  request  form.  The  patient  knew  that 
“Doctor  Specialist”  would  be  seeing  him  at 
the  request  of  his  physician,  and  likely  as  not 
the  primary  physician  would  be  at  the 
bedside  of  his  hospitalized  patient  when  the 
consultant  visited. 

Any  diagnostic  suggestions,  possible 
therapeutic  procedures,  prognoses,  and  other 
pertinent  information  would  be  discussed  by 
the  two  physicians  out  of  the  presence  of  the 
patient,  or  communicated  to  the  patient  when 
both  physicians  were  present.  It  was 
understood,  unless  otherwise  made  clear, 
that  the  primary  physician  was  free  to  act  as 
he  thought  best  in  evaluating  the 
consultant’s  advice.  In  the  event  of  opinion 
differences,  the  patient  was  spared  the 
confusion  of  knowing  of  the  disagreement. 

Recently  the  mode  of  consultation  has 
undergone  a metamorphasis.  In  many  cases 
there  is  little  contact  between  the  physicians 
before  the  consultation  requested  is 
accomplished.  I have  often  seen  the  form 
filled  out  with  the  words  “known  to  you”  or 
simply  a diagnosis.  On  the  supplied  forms  for 
consultations  for  hospitalized  patients,  the 
intentions  of  the  requesting  physicians  are 
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often  not  properly  explained  by  the  ward 
secretaries  when  the  physician  does  not 
himself  fill  out  the  form. 

The  consultation  report  is  many  times 
written  in  such  poor  handwriting  or  uses 
unintelligible  symbols  so  that  the 
information  is  nearly  useless.  At  times,  even 
though  a typewritten  report  follows,  it  arrives 
several  days  later. 

It  has  become  customary  for  the  consulting 
physicians  to  talk  directly  to  the  patient,  to 
write  orders  and  to  arrange  tests.  At  times  he 
even  arranges  for  further  consultations 
without  knowledge  of  the  patient’s  physician. 

The  difficulty  with  the  earlier  type  of 
management  is  the  time  requirements  it 
imposes  on  the  two  physicians.  It  does  offer 
the  patient  less  possibility  for  confusion  and 
does  not  present  conflicting  opinions  to  the 
patient  which  often  undermine  physician 
authority  and  the  patient’s  confidence. 
Conflicting  orders  are  less  apt  to  be  written, 
and  there  is  also  less  chance  for  error.  The 
method  places  more  responsibility  upon  the 
primary  physician. 

In  the  more  recent  method  of  handling 
consultations,  there  is  often  less  delay  and 
the  patient  may  be  seen  more  often. 

It  would  be  ideal  if  the  better  parts  of  each 
consultative  method  could  he  incorporated 
into  a future  method  of  accomplishing 
consultations. 


John  H.  Benge,  M.D. 
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Another  Mads  Poison 


If  you  accept  that  each  person  is  unique— even  if  that  per- 
son has  a drinking  or  drug  problem— then  ifs  easy  to  see  why  a 
treatment  program  must  be  individualized.  One  man’s  successful 
treatment  is  another  man’s  failure. 

At  Sheppard  Pratt,  we  don’t  shoehorn  people  into  a program, 
sacrificing  individualization.  Instead  we  adapt  the  program  to  the 
individual. 

There  are  givens,  of  course.  We’re  abstinence-oriented,  and 
work  according  to  the  principles  of  Alcoholics  Anonymous  and 
Narcotics  Anonymous.  We  provide  a warm,  home-like  environ- 
ment. We  start  with  a thorough  evaluation  of  the  patient,  the 
problem  and  its  effects.  Then,  using  a multidisciplinary  team  of 
professionals,  we  move  each  patient  through  individual  and  group 
counseling  designed  to  get  results  as  quickly  as  possible,  including 
outpatient  follow-through. 

For  some,  this  means  intense  confrontation.  For  others,  gentle 
guidance.  Our  sensitivity,  experience  and  flexibility  enable  us  to 
determine  the  best  approach. 

If  you  are  sometimes  in  a position  to  refer  alcoholics  or  drug 
abusers  to  suitable  treatment  centers,  learn  more  about  the  indi- 
vidualized approach  at  Sheppard  Pratt. 

To  get  general  information  about  the  Shep- 
pard Pratt  Substance  Abuse  Program,  or  to  dis- 
cuss an  individual  case,  contact:  Et.  David  Waltos, 

Admissions  Officer,  Sheppard  and  Enoch  Pratt 
Hospital,  PO.  Box  6815,  Baltimore,  Maryland 
21204.  (301)  823-8200. 
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Between  1980  and  1984,  an  average  of  21 
cases  per  year  of  culture  proven  shigellosis 
were  reported  to  the  Delaware  Division  of 
Public  Health.  In  1985,  this  average  was 
exceeded  in  March;  and  by  the  end  of  October, 
255  cases  had  been  reported.  In  retrospect,  we 
believe  December  1984  marked  the  origin  of 
an  epidemic  of  diarrheal  illness  caused  by 
Shigella  sonnei.  This  report  describes  the 
outbreak  and  the  measures  advocated  by  the 
Bureau  of  Disease  Control  to  bring  it  under 
control. 

Description  of  the  Outbreak 

The  outbreak  was  investigated  with  the 
assistance  of  the  Epidemic  Intelligence 
Service  (EIS)  of  the  Centers  for  Disease 
Control,  Atlanta,  Georgia.  Figure  1 portrays 
the  occurrence  of  culture  proven  Shigella 
sonnei  infections  in  New  Castle  County  as 
reported  to  the  Bureau  of  Disease  Control’s 
passive  surveillance  system.  To  our 
knowledge,  all  but  four  of  the  reports 

Dr.  Silverman  is  state  epidemiologist  in  the  Bureau  of  Disease  Control  of  the 
Delaware  Division  of  Public  Health. 
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represented  symptomatic  infection.  Clearly, 
these  248  cases  represent  only  a fraction  of 
the  infections  which  occurred  during  this 
time  period  because  many  who  were  infected 
did  not  seek  medical  attention,  and  only  some 
of  those  infected  were  cultured. 

Several  observations  can  be  noted.  First, 
the  slow  monthly  increase  in  the  number  of 
reports  extending  over  many  incubation 
periods  before  a rapid  increase  is  typical  of  an 
epidemic  propagated  by  person-to-person 
transmission.  Although  part  of  the  summer 
increase  was  surely  due  to  more  intensive 
surveillance,  other  evidence  (including  an 
informal  survey  of  physicians)  corroborated 
a real  increase  in  shigellosis.  Second,  as  the 
epidemic  progressed  through  the  summer,  an 
increasingly  greater  proportion  of  reported 
cases  were  from  outside  Wilmington  city 
limits.  By  August  the  majority  of  cases  were 
from  Newark,  New  Castle,  and  other 
Wilmington  suburbs.  Finally,  a sharp 
decrease  in  reports  occurred  in  September, 
and  continued  thereafter. 
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FIGURE  1 


Nearly  60  percent  of  the  reported  patients 
live  in  the  city  of  Wilmington  for  an  overall 
attack  rate  of  20.2  per  10,000  people  (based  on 
1980  U.S.  census  data).  The  attack  rate  in  the 
remainder  of  New  Castle  County  was  less  (3.0 
per  10,000).  Household  attack  rates  (defined 
as  affected  households  per  10,000  occupied 
households)  were  calculated  for  Wilmington 
census  tracts  on  the  basis  of  the  first  63 
reports  of  infected  households  and  1980 
census  data.  Figure  2 displays  the  census 
tract  household  attack  rate  grouped  into 
tertiles.  The  household  attack  rates  were 
highest  in  census  tracts  where  indicators  of 
low  socioeconomic  status  are  prevalent  (e.g. 
crowding,  less  education,  and  low  income)h 
an  observation  which  has  been  made  in  other 
urban  areas. ^ 

As  shown  in  Table  1,  children  less  than  five 
years  of  age  were  at  greatest  risk  of  acquiring 
shigellosis.  Young  adults  also  comprised  a 
significant  proportion  of  the  reported  cases. 
However,  young  adults  differed  from  the 
others,  in  that  females  outnumbered  males  by 
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two-to-one,  suggesting  that  another  risk 
group  may  be  mothers  and  other  women  who 
care  for  infected  children. 

Data  on  secondary  attack  rates  in 
households  are  not  available  to  convey  the 
importance  of  intra-family  transmission. 
However,  intra-family  transmission  was 
repeatedly  observed  by  public  health  nurses. 
Culture  confirmed  infections  occurred  in 
more  than  one  member  of  almost  half  of  the 
reported  affected  households.  i 

Information  about  transmission  dynamics  ) 
was  examined  by  a case-control  study  !i 
designed  and  conducted  by  the  Centers  for  j 
Disease  Control.’  People  from  twenty-six  (26)  j 
households  with  one  or  more  culture 
confirmed  infected  individuals  reported  j, 
between  May  25  and  June  27  were  ' 
interviewed.  The  index  case  in  each 
household  was  defined  as  the  reported  case,  j 
or  the  first  person  to  have  diarrhea  in  the  two  : 
weeks  before  the  onset  of  illness  in  the 
reported  case.  In  addition,  a control  group  [ 


TABLE  1 

Culture  Proven  S.  sonnei  Infection 
Reported  to  the 

Bureau  of  Disease  Control  by  Aqe  Group 
(Years) 

Showing  Percent  Distribution,  Rote  and 
Sex  Ratio. 

December  1 984-October  1 985 
New  Castle  County,  Delaware 


Age  Group 
less  than  5 

Number 

Percent 

Sex  Ratio 
Rate*  F/M 

94 

39.7 

35.3 

0.9 

5-9 

54 

22.8 

19.7 

1.1 

10-14 

15 

6.3 

4.6 

0.4 

15-19 

9 

3.8 

2.2 

2.0 

20-24 

25 

10.5 

6.3 

2.6 

25-34 

28 

11.8 

4.3 

2.5 

35  or  older 

12 

5.1 

0.7 

1.0 

TOTAL 

237 

100.0 

5.6 

1.1 

*per  10,000  based  on  1980  census 
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FIGURE  2 

Distribution  of  Households  with  S , sonnei  Infected  Members 
Based  upon  the  First  63  Such  Households  Reported. 
Attack  Rate  per  10,000  Households  is  Based  upon  1980  Census 
Wilmington,  Delaware,  December,  1984-July,  1985 


Low  Attack  Rate  (0-7.3  per  10,000) 


Medium  Attack  Rate  (9.3-41,0  per  10,000) 


High  Attack  Rate  (41.6-137.9  per  10,000) 


matched  to  the  index  cases  by  age,  residence, 
location  and  the  time  of  day  the  case  was 
contacted  (work  hours  vs.  non-work  hours) 
was  interviewed  by  telephone. 

In  10  of  the  17  (59  percent)  households  with 
multiple  cases  identified  in  this  study,  the 
first  person  ill  was  the  youngest  of  those  with 
diarrhea  and  in  15  such  households,  the  first 
person  ill  was  younger  than  10  years  of  age. 
Young  children  thus  appeared  to  be  frequent 
index  cases,  exposing  other  family  members. 
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Possible  factors  responsible  for  young 
children  acquiring  shigellosis  were 
examined.  The  case-control  study  failed  to 
show  that  cases  were  more  likely  than 
controls  to  attend  day  care  centers,  engage  in 
“non-structured”  child  contact,  or  swim  in 
open  water.  The  data  does  suggest  that  index 
cases  were  more  likely  to  recall  exposure  to 
someone  with  diarrhea  than  were  their 
matched  controls. 

It  is  unlikely  that  a common  source  was 
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TABLE  2 

Efforts  to  Alert  Community  About  Shigellosis  Outbreak  in 
New  Castle  County,  Delaware,  1985 

Month 

Number  of  Cases 
Reported  by  End  of  Month 

Activity 

March 

21 

Alerted  Public  Health  Nurses. 

April 

36 

Noted  in  Monthly  Surveillance  Report. 

May 

59 

Noted  in  Monthly  Surveillance  Report. 
Letter  mailed  to  New  Castle  County 
physicians. 

June 

96 

“Early”  reporting  system  put  into  effect. 
Letter  mailed  to  Wilmington  day  care 
centers.  Telephone  survey  of  Wilmington 
day  care  centers.  Day  care  center  strategy 
(“algorithm”)  developed.  Public  health 
nurses  assigned  to  certain  day  care  centers. 
Telephoned  selected  Wilmington  phy- 
sicians. News  release. 

July 

161 

Letter  mailed  to  New  Castle  County 
physicians.  Letter  mailed  to  New  Castle 
County  day  care  centers.  Article  in  Monthly 
Surveillance  Report. 

August 

218 

Letter  to  New  Castle  County  laboratories 
and  hospital  infection  control  nurses. 

September 

233 

Noted  in  Monthly  Surveillance  Report. 

responsible  for  the  epidemic.  The  shape  of  the 
epidemic  curve,  the  duration  of  the  outbreak, 
the  age  groups  most  affected,  the  frequency  of 
intra-family  spread,  and  the  pathogenesis  of 
shigellosis  are  all  consistent  with  person-to- 
person  transmission. 

Control  Measures 

Table  2 is  a chronology  of  the  measures 
advocated  by  the  Bureau  of  Disease  Control 
to  reduce  person-to-person  transmission.  To 
ensure  prompt  and  complete  reporting  of 
recognized  cases,  hospital  infection  control 
departments  and  medical  laboratories  were 
contacted  and  asked  to  telephone  reports  to 
the  Bureau  of  Disease  Control,  in  lieu  of  the 
mail-in  reports  usually  used.  Significant 
delays  were  thus  avoided  and  Public  Health 
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Nurses  were  able  to  rapidly  identify  infected 
individuals  who  might  be  in  “sensitive 
situations”  (e.g.,  foodhandlers  or  day  care 
center  attendees)  who  might  threaten  the 
public  health. 

Infection  may  occur  after  the  ingestion  of  a 
very  small  number  of  Shigella  organisms. 
For  this  reason,  and  because  of  the  age 
groups  most  affected  in  this  outbreak, 
surveillance  and  control  in  day  care  centers 
was  paramount.  In  June  1985,  all 
Wilmington  day  care  centers  were  advised  by 
letter  of  the  outbreak.  Day  care  center 
directors  in  Wilmington  were  also  queried 
about  children  known  to  be  diagnosed  with 
shigellosis  or  the  presence  of  children  with 
febrile  diarrhea.  Seven  possibly  affected  day 
care  centers  were  identified  by  this  method, 
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and  others  were  added  to  the  list  as  additional 
day  care  associated  cases  were  recognized. 
Each  center  on  the  list  was  assigned  to  a 
public  health  nurse  who  worked  with  the 
center  directors,  reviewed  sanitary 
procedures,  and  placed  the  center  on  active 
surveillance.  The  centers  were  then  called 
periodically  to  identify  children  with  febrile 
diarrhea.  A public  health  nurse  coordinated 
the  collection  of  specimens  from 
symptomatic  children  for  culture.  By  this 
method,  44  children  with  febrile  diarrhea 
were  identified,  39  were  cultured,  and  14  (36 
percent)  were  found  to  be  infected  with  S. 
sonnei.  In  this  epidemic,  the  identification  of 
febrile  diarrhea  among  day  care  center 
attendees  was  an  important  method  to 
discover  children  infected  with  S.  sonnei. 

A second  part  of  our  efforts  to  reduce  the 
potential  for  shigellosis  outbreaks  in  the  day 
care  centers  was  to  help  the  center  directors 
design  and  enforce  a rational  approach  for 
the  exclusion  of  infected  children  and  their 
safe  return.  We  found  centers  were  not  able  to 
segregate  infected  children  separately  from 
those  children  that  were  not  infected. 
Although  these  policies  were  tailored  to 
individual  circumstances.  Figure  3 is  an 
example  of  what  we  advocated  in  a large  day 


care  center,  with  diverse  age  groups  and 
several  infected  children. 

Another  control  strategy  was  to  keep  the 
medical  community  aware  of  the  progress  of 
the  epidemic.  News  items  first  appeared  in 
the  Delaware  Monthly  Surveillance  Report  in 
April,  1985.  Letters  were  sent  to  most  New 
Castle  County  family  practitioners  and 
pediatricians.  In  June,  a number  of  larger 
practices  in  New  Castle  County  were 
telephoned.  These  efforts  were  designed  to 
encourage  culturing  of  rectal  swabs  or  stool 
specimens  from  patients  with  febrile 
diarrhea,  early  treatment  of  those  infected, 
and  the  obtaining  of  a family  history. 
Physicians  were  also  advised  of  the  antibiotic 
sensitivity  pattern  of  the  epidemic  strain, 
which  was  uniformly  ampicillin  resistant 
and  trimethoprim-sulfa  susceptible. 

Finally,  a news  release  was  targeted  to  the 
most  highly  affected  areas.  Radio  and 
newspaper  reports  encouraged  symptomatic 
individuals  to  see  their  family  physician, 
stay  out  of  day  care  centers,  and  practice  good 
hygiene. 

Discussion 

We  can  only  speculate  about  why  endemic 
shigellosis  becomes  epidemic  in  the  absence 


FIGURE  3 


Example  of  an  Algorithm  Advocated  for  Use  by  Day  Care  Centers 
to  Control  Potential  for  S. sonnei  Transmission 


Febrile  diarrhea 


Exclude  from  center 


*or  as  appropriate  based  upon  other  ogranisms  identified  from  rectal  swab  or 
stool  specimen 
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of  a common  source.  However,  an  intriguing 
clue  comes  from  plasmid  analyses  conducted 
by  the  Centers  for  Disease  Control  on 
specimens  collected  by  The  Medical  Center  of 
Delaware.  Of  17  isolates  collected  between 
December  1984  and  June  1985,  and  from 
patients  from  four  different  New  Castle 
County  zip  codes,  14  had  the  same  colicin 
type  and  plasmid  profile.  In  an  endemic 
situation,  this  would  be  a very  unusual 
finding.^  Thus  there  is  evidence  that  a single 
strain  of  S.  sonnei,  perhaps  more  virulent 
than  endemic  strains,  was  responsible  for  the 
outbreak,  rather  than  a change  in  the  host  or 
environment. 

What  accounted  for  the  decrease  in  the 
number  of  new  cases  beginning  in 
September?  Shigellosis  is  traditionally  a 
summertime  disease.  It  is  difficult  to  accept 
merely  a change  in  social  patterns,  such  as 
the  new  school  year,  as  explanation  for  such 
an  effect  on  a well  developed  epidemic.  We 
entertained  the  idea  that  reporting  bias  made 
it  only  appear  that  the  epidemic  had 
subsided.  Perhaps  physicians  began  treating 
empirically,  accounting  for  a decrease  in 
reports  to  the  Bureau  of  Disease  Control  of 
positive  cultures.  However,  culture  trends 
clearly  show  that  this  was  not  so.  For 
example,  an  average  of  155  stool  and  rectal 
swab  cultures  per  month  were  submitted  to 
The  Medical  Center  of  Delaware  (Christiana 
and  Wilmington  Hospitals)  between 
December  1983  and  April  1985.  Between  May 
and  August  1985,  the  number  of  cultures 
increased  to  an  average  of  237  cultures  per 
month,  as  did  the  percentage  which  yielded  S. 
sonnei.  In  July,  at  the  height  of  the  epidemic, 
S.  sonnei  was  isolated  from  10  percent  of  the 
269  specimens.  In  September,  however, 
Shigella  were  isolated  from  only  1 percent  of 
233  cultures.  As  the  outbreak  appeared  to 
subside,  the  incidence  of  Shigella  also 
decreased  despite  increased  culture  requests. 
These  same  trends  were  reported  by  MedLab, 
Inc.  and  St.  Francis  Hospital. 

While  the  infectious  nature  of  the  organism 
and  the  age  group  involved  demanded  special 
attention  to  day  care  centers,  we  wonder 
about  the  role  of  organized  child  care  in 
maintaining  this  outbreak.  Based  upon  208 
investigations  by  public  health  nurses,  33 


patients  with  shigellosis  attended  day  care 
centers.  Thirty  (91  percent)  were  less  than  i 
five  years  old,  including  almost  a third  of  all  ; 
reported  cases  in  this  age  group.  ; 

Yet,  there  are  many  compelling  reasons  to 
assume  that  day  care  did  not  play  the  I 
dominant  role  in  outbreaks  of  shigellosis  as  j 
have  been  observed  elsewhere.  First,  of 
Delaware’s  33  reported  cases  of  day  care  jj 
associated  shigellosis,  14  were  identified  by  ,i 
the  active  day  care  center  surveillance, 
inflating  the  apparent  proportion  of  day  care 
associated  cases.  Second,  analyses  of  dates  of 
onset  in  the  day  care  centers  failed  to  show 
evidence  of  clustering.  ^ Third,  in  a center  in 
which  seven  culture  confirmed  cases  were 
reported,  a culture  survey  of  30  asymptomatic 
children  in  diapers  did  not  identify  any 
asymptomatic  carriers.  This  suggests  that 
the  observed  cases  in  this  center  did  not 
originate  from  transmission  within  the 
center,  but  probably  resulted  from  some  other 
community  exposure.  Fourth,  an  explosion  of 
illness  due  to  S.  sonnei  in  day  care  centers,  as 
has  been  described  elsewhere,  did  not  occur;"* 
the  thirty-three  day  care  associated  cases 
were  spread  over  13  centers.  Finally,  day  care 
was  not  implicated  as  a risk  factor  by  the 
case-control  study.* 

To  a disease  control  agency,  this  epidemic 
was  a frustrating  experience.  Common 
source  outbreaks  carry  with  them  an  ' 
immediate  reward  once  that  source  is 
identified  and  subsequently  controlled. 
Epidemics  maintained  by  person-to-person  j 
contact  are  more  difficult  to  control.  In  the  j 
latter  instance,  intervention  occurs  when 
physicians  correctly  diagnose  their  patients  |, 
and  render  them  non-infectious,  usually  by  ^ 
prescribing  appropriate  antibiotics,  and  j 
when  infected  individuals  and  their  contacts  i: 
take  precautions  to  reduce  the  likelihood  of  Ij 
person-to-person  spread.  These  are  activities  | 
which  must  occur  on  numerous  occasions  for 
an  extended  time,  and,  therefore,  are  difficult  j 
to  maintain. 

Because  of  its  surveillance  system,  the 
Bureau  of  Disease  control  was  perhaps 
uniquely  positioned  to  monitor  this  epidemic, 
keep  the  local  medical  community  informed, 
and  recommend  control  measures  to  reduce 
transmission.  But  it  was  the  medical 
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community  itself  which  took  direct 
responsibility  for  day-to-day  control.  This 
outbreak,  like  so  many  others,  demonstrates 
the  important  relationship  between  primary 
medical  practice  and  public  health.  It  is 
difficult  to  say  whether  this  cooperation 
curtailed  the  epidemic  or  reduced  morbidity; 
however,  the  possibility  for  disease  control  is 
enhanced  when  such  a relationship  exists. 
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Walk  from  your  office 
to  the  Qiristiana  Hospital... 


without  walking  outside. 


Your  office  in  the  new 
Medical  Arts  Pavilion  at  the 
Christiana  Hospital  has  direet 
access  to  the  hospital  through 
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Realty  Co.,  302/652-2002.  ' 
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SELECTION  OF  TRAUMA  VICTIMS 
FOR  EMERGENCY  ROOM 
THORACOTOMY 


Festus  B.  Dada,  M.D. 
John  J.  Reinhard,  M.D. 


There  have  been  tremendous  advances  in 
the  care  of  traumatized  patients  in  the  past 
ten  years.  Despite  these  advances,  head 
injuries  are  still  responsible  for  almost  50 
percent  of  the  deaths  from  acute  trauma  with 
thoracic  injury  a close  second.  Since  the 
advent  of  training  of  emergency  medical 
technicians,  patients  arrive  in  the  hospital 
much  faster  than  before,  and  in  most  cases  a 
well  trained  team  has  already  begun 
resuscitation.  Better  understanding  of  fluid 
and  electrolyte  balance,  improved  methods  of 
resuscitation,  and  the  use  of  Mast  trousers 
are  other  factors  which  have  contributed  to 
better  survival. 

Most  chest  injuries  are  the  result  of  either 
penetrating  or  blunt  trauma  resulting  from 
high  speed  automobile  accidents.  The  ratio  of 
penetrating  to  blunt  injury  varies  from  one 
center  to  another  depending  on  the  proximity 
of  that  institution  to  a large  urban  area  where 
the  incidence  of  stab  wounds  and  low  velocity 
missile  injuries  tends  to  be  more  common. 
One  of  the  most  debated  topics  in  chest 
trauma  in  the  past  ten  years  is  the  indications 
for,  and  the  ethical  medical  considerations  of 
heroic  measures  such  as  emergency  room 

Dr.  Dada  is  a surjjical  resident  at  The  Medical  Center  of  Delaware. 

Dr.  Reinhard  is  director  of  the  department  of  surgery  at  The  Medical  Center 
of  Delaware. 
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thoracotomy  in  the  management  of  the 
traumatized  patient. 

Materials  and  Methods 

The  Medical  Center  of  Delaware  is  a 
regional  trauma  center  serving  Delaware  as 
well  as  parts  of  New  Jersey,  Pennsylvania, 
and  Maryland.  Trauma  victims  usually 
arrive  within  30  minutes  by  ambulance  or 
helicopter.  The  trauma  team  consists  of 
board  certified  surgeons,  housestaff,  nurses, 
emergency  room  physicians,  emergency 
medical  technicians,  and  anesthesiologists. 
Emergency  anterolateral  thoracotomy  is 
performed  by  the  chief  surgical  resident  and 
or  thoracic  surgery  resident  in  most  of  the 
cases. 

We  reviewed  129  cases  of  major  thoracic 
trauma  occurring  from  1979-1983.  The  129 
patients  selected  for  review  were  those  in 
whom  the  receiving  physician  called  a 
trauma  code  on  recognition  of  the  presence  of 
severe  trauma.  Seventy-nine  (61.2  percent)  of 
the  thoracic  injuries  were  due  to  blunt 
trauma,  and  50  (38.8  percent)  were  due  to 
gunshot  wounds  and  stab  wounds.  Table  I 
illustrates  the  findings  in  these  129  patients. 
Hemopneumothorax  was  the  most  common 
presentation.  Associated  system  injury  was 
present  in  60  (47  percent)  of  the  patients,  with 
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TABLE  I 

TYPES  OF  INJURY  IN  129  PATIENTS 
WITH  THORACIC  TRAUMA 


Hemopneumothorax  76 

Fractured  Ribs  48 

Lung  Laceration/Contusion  23 

Diaphragmatic  Rupture  9 

Penetrating  Cardiac  Injury  6 

Cardiac  Contusion  5 

Major  Thoracic  Vessel  4 

Tension  Pneumothorax  4 

Flail  Chest  3 


musculoskeletal  fractures  and  head  trauma 
being  the  most  common.  (Table  II) 

Results 

Of  the  50  penetrating  injuries  the  majority 
were  due  to  stab  wounds.  This  is  in  contrast  to 
findings  by  Rohman  et  al  ofthe  pattern  of  the 
wounding  agent  in  large  urban  areas.'  In  our 
series  of  patients,  only  15  percent  (22  of  129) 
required  surgery,  with  only  12  percent 
requiring  thoracotomy.  Laparotomy  was 
performed  in  six  patients  for  associated 
abdominal  injuries  or  subcutaneous  excision 
of  bullet  fragments. 

The  majority  of  our  patients  were  managed 
by  relatively  simple  procedures  such  as  tube 
thoracostomy.  (Table  III)  Of  those  patients 
requiring  thoracotomy,  62.5  percent  of  the 
operations  were  performed  in  patients  who 
had  penetrating  trauma.  (Table  IV)  The  two 
patients  with  normal  findings  at 
thoracotomy  had  ruptured  spleens  and 
ruptured  left  hemidiaphragms.  Both  had  left 


TABLE  II 

ASSOCIATED  SYSTEM  INJURY 
IN  60  PATIENTS 


ORGAN 

# 

% 

Musculoskeletal 

31 

24 

Head/Neck 

20 

15 

Abdomen 

14 

11 

Maxillofacial 

9 

7 

Genitourinary 

6 

5 

Spine/Spinal  Cord 

3 

2 

TABLE  III 

Method  of  Management 

n 

% 

Tube  Thoracostomy 

73 

56 

Observation 

38 

29 

Emergency  Thoracotomy 

16 

12 

Other  Surgical  Procedures 

6 

3 

(Laparotomy,  subcutaneous 

extraction  of  bullet  fragment) 

TABLE  IV 

1 6 Thoracotomies 

n 

% 

For  Blunt  Trauma 

6/16 

37.5 

For  Penetrating  Trauma 

10/16 

62.5 

Negative  Thoracotomy 

2/16 

12 

Emergency  Thoracotomy 

U 

% 

Total 

16/129 

12.4 

In  the  Emergency  Room 

5/129 

3.8 

In  the  Operating  Suite 

11/129 

8.5 

TABLE  V 

INDICATIONS  FOR  EMERGENCY 

THORACOTOMY- 

-1979-1983 

Total 

Deaths 

% Mortality 

1 . Cardiac 

Tamponade 
2.  Persistent 

4 

1 

25 

or  Massive 

Hemorrhage 
via  Chest  Tube 

4 

3 

75 

3.  Positive 

Aortogram 
4.  Positive 

2 

1 

50 

Pericardiocentesis  1 

0 

0 

5.  Asystole 

5 

3 

60 

90 
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TABLE  VI 


MORTALITY-PATIENTS  WHO 
HAD  THORACOTOMY 


All  Cases 

Total 

16 

Deaths 

7 

Percent 

43 

Blunt  Trauma 

6 

5 

87 

Penetrating 

10 

2 

20 

In  the  ER 

5 

4 

80 

hemopneumothorax  with  ongoing  heavy 
drainage  from  the  chest  tube.  Only  five  of  16 
emergency  thoracotomies  were  performed  in 
the  emergency  room. 

The  indications  for  the  16  thoracotomies 
are  listed  in  Table  V;  cardiac  arrest  and 
cardiac  tamponade  were  the  most  frequent 
reasons.  The  survival  rate  for  the  ten  patients 
with  penetrating  trauma  was  80  percent;  13 
percent  with  blunt  trauma  survived.  (Table 
VI).  The  survival  rate  for  all  patients  was  57 
percent. 

Discussion 

There  have  been  multiple  studies  on  the 
performance  in  the  emergency  room  of 
thoracotomy  for  trauma.^, 2, 3, 4 Some  of  these 
are  confusing  in  that  they  lump  emergency 
thoracotomy  for  chest  trauma  together  with 
that  performed  for  abdominal  or 
extrathoracic  trauma.  It  has  been  clearly 
shown  that  emergency  room  thoracotomy 
performed  for  reasons  other  than  penetrating 
chest  trauma  can  be  an  exercise  in  futility.^ 

The  role  of  emergency  room  thoracotomy 
for  chest  trauma  has  also  been  extensively 
debated.  Several  studies  (Table  VII)  have 
shown  that  patients  with  blunt  chest  injuries 
rarely  survive  emergency  thoracotomy 
because  they  are  usually  victims  of 
automobile  accidents  and  have  multisystem 
injuries. 2, 5, 7, 8 Cardiac  rupture,  aortic 
transection,  and  diaphragmatic  rupture  are 
only  a few  of  the  possibilities  frequently 
involved  in  these  types  of  deceleration 
injuries. 

The  mortality  rate  for  our  ten  patients  who 


TABLE  VII 


SURVIVAL  STATISTICS  FOR  PATIENTS 
UNDERGOING  EMERGENCY  ROOM 
THORACOTOMY 


% Survival  % Survival 


Author 

# of  Cases 

/Penetrating 

/Blunt 

Baker 

1980 

175 

20 

1.7 

Bodai 

1983 

38 

* 

0 

Moore 

1979 

146 

12 

2 

McDonald  28 

11 

0 

Present 

Series 

16 

80 

13 

* None  were  penetrating  injuries 


underwent  emergency  thoracotomy  for 
penetrating  chest  trauma  was  20  percent.  Of 
the  eight  survivors,  two  suffered  neurologic 
damage  requiring  treatment  in  an  extended 
care  facility.  One  was  a woman  with  a 
gunshot  wound  to  the  heart,  and  the  other  a 
young  man  who  suffered  a transected  aorta 
from  an  automobile  accident  who  became 
paraplegic  following  vascular  reconstruc 
tion. 

We  believe  there  should  be  careful  selection 
of  patients  for  emergency  room  thoracotomy, 
even  among  victims  of  penetrating  chest 
trauma.  Studies  have  shown  that  the  critical 
factor  of  survival  depends  on  the  length  of 
time  of  transport  from  the  scene  of  the 
accident  to  the  hospital.  Moore,  Rohman,  and 
others  have  shown  that  the  presence  of 
spontaneous  respiration,  reactive  pupils,  and 
palpable  pulses  on  arrival  in  the  hospital  are 
even  more  important,^)®  although  it  seems  the 
earlier  the  victim  arrives,  the  more  likely 
some  of  these  signs  will  be  present. 
Cleveland,  et  al  have  repeatedly  emphasized 
the  “load  and  go”  approach  in  the 
management  of  trauma.® 

We  believe  that  emergency  room 
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thoracotomy  should  be  performed  only  by 
surgically  trained  personnel  with  a clear 
understanding  of  its  indications  and 
limitations. 

Conclusion. 

The  management  of  patients  with  chest 
trauma  requires  a team  approach.  The 
receiving  physician  can  stabilize  a large 
percentage  of  patients  with  potentially  life 
threatening  injuries  until  adequate  backup  is 
available.  Emergency  room  thoracotomy  is 
almost  never  indicated  for  blunt  trauma 
when  the  patients  arrive  with  dilated  fixed 
pupils,  no  palpable  pulses,  and  absence  of 
spontaneous  respirations.  As  Moore  et  al 
have  shown,  the  use  of  emergency  room 
thoracotomy  for  penetrating  chest  trauma 
should  be  very  selective  if  the  procedure  is  not 
to  be  futile. 
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Charles  M.  Karpinski,  M.D. 

Charles  M.  Karpinski,  M.D.,  65,  of  Sedgely 
Farms,  was  dead  on  arrival,  J anuary  9, 1986, 
after  suffering  a heart  attack  at  home. 

Dr.  Karpinski,  a native  of  Suffield, 
Connecticut,  was  a graduate  of  Yale  Medical 
School.  He  worked  as  an  officers’  physician 
during  World  War  II  and  the  Korean  War. 

In  1949  he  opened  a private  practice  at  1501 
N.  Broom  St.  After  retiring  in  1982  he  worked 


part  time  as  a company  physician  at  Hercules 
Corp.  He  was  a member  of  Hercules  Country 
Club  and  the  Delaware  Nature  Society. 

He  is  survived  by  his  wife,  the  former  Celia 
Bigos;  three  sons,  M.  Peter  of  Hinsdale,  N.H., 
and  Richard  and  Phillip,  both  of  Wilmington; 
a brother,  John  of  Wethersfield,  Conn.;  four 
sisters,  Regina  Rogalski  of  West  Springfield, 
Mass.,  Mary  Macola,  Helen  Hartz  and  Genny 
Malec,  all  of  Suffield;  and  a granddaughter. 
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Members  of  the  Medical  Society  of  Delaware  ore  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


No  Margaritas  for  Babies,  Please 

I have  never  been  convinced  that  people 
should  be  forced  to  do  things  they  didn’t  want 
to  like  drinking  water  with  flouride,  getting 
shots  before  entering  school,  having  to  have 
blood  tests  in  order  to  be  married.  But,  on  the 
other  hand,  I am  completely  convinced  that 
doing  these  things  is  better  for  the  “public 
health.”  I have  no  doubt  that  it  is  an  inherent 
duty  of  our  profession  to  educate  the  “public” 
about  what  is  best  for  their  health  and  ways 
to  prevent  disease. 

I agree  and  commend  the  medical 
profession,  especially  the  Delaware  Medical 
Journal,  for  taking  such  a strong  stand 
against  smoking,  but  that  was  not  such  a 
difficult  task  since  many  of  us  have  already 
quit  smoking.  I am  afraid  that  taking  a 
similar  stand  against  drinking  will  find 
fewer  followers  since  many  of  us  still  enjoy  a 
sip  of  wine.  Even  my  own  personal  physician 
(I  don’t  really  own  him,  he  belongs  to  an  IPA) 
advised  me  that  a little  bit  of  wine  with  my 
dinner  could  improve  my  life  and  it  did. 

While  I am  not  against  the  occasional 
social  drink,  I want  to  talk  about  one  of  the 
few  groups  of  people  who  should  not  drink 
alcohol  at  all.  Every  time  a pregnant  woman 
takes  a drink,  her  baby  does  too.  The  drink 
the  fetus  receives  is  just  as  strong  as  its 
mother’s,  but  because  of  the  size  differential, 
the  drink  hits  the  fetus  a lot  harder.  The 
tragedy  is  that  its  hangover  could  last  a 
lifetime. 

Women  who  drink  heavily  during 


pregnancy  have  been  shown  to  have  more 
miscarriages  and  stillbirths  than  women 
who  do  not  drink.  A pregnant  woman  who 
drinks  risks  bearing  a baby  with  the  severe 
physical  and  mental  defects  known  as  Fetal 
Alcohol  Syndrome  (FAS).  The  U.S.  Public 
Health  Service  estimates  that  FAS  is  present 
in  two  of  every  1,000  live  births  and  as  many 
as  36,000  additional  newborns  a year  show 
some  signs  of  the  syndrome. 

Characterized  by  central  nervous  system 
disorders,  growth  deficiencies,  facial 
abnormalities,  heart  defects,  and  joint  and 
limb  malformation,  FAS  is  the  third  leading 
cause  of  birth  defects  ranking  only  behind 
Down’s  syndrome  and  spina  bifida. 

Babies  with  fetal  alcohol  syndrome  (FAS) 
are  usually  abnormally  small  at  birth  and 
continue  to  be  smaller  than  their 
counterparts.  Many  are  mentally  retarded, 
some  are  jittery  and  poorly  coordinated.  FAS 
children  have  short  attention  span  and 
behavioral  problems.  And  these  difficulties 
do  not  improve  with  age. 

Now  that  you  have  read  the  hard  facts, 
wouldn’t  you  agree  with  me  that  we,  the 
medical  profession,  especially  those  of  us 
involved  in  primary  care  who  so  frequently 
interact  with  mothers-to-be,  should  be  more 
alert,  get  involved  and  communicate  with  the 
pregnant  sector  of  the  “public,”  and  advise 
them  on  what’s  best  for  them,  for  their  babies 
and,  in  the  long  run,  for  all  of  us? 

That  was  the  bad  news.  The  good  news  is 
that  FAS  is  the  only  birth  defect  which  is 
entirely  preventable  - if  we  work  at  it. 

Maurice  Liebesman,  M.D. 
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Editorials 

The  Impact  of  DRG’s  In  Hospitals  in 
Delaware 

It  is  difficult  to  know  where  to  begin  when 
asked  to  discuss  DRGs  (Diagnosis  Related 
Groupings)  and  PPS  (The  Prospective 
Payment  System)  of  Medicare  and  the  overall 
impact  of  this  program  on  the  hospital 
segment  of  the  health  care  delivery  system. 

At  present,  the  health  industry  is  only 
halfway  into  DRG  programs.  The  immediate 
obvious  effects  are  both  touted  and  lamented 
at  the  present  time  in  a variety  of  media  in  our 
own  state  where  the  subject  has  been 
addressed  both  on  television,  in  the 
newspapers,  and  in  several  local  magazines. 

The  most  immediate  result  of  the 
institution  of  the  Prospective  Payment 
System  has  been  to  pit  hospital  against 
medical  staff  by  making  the  hospital 
responsible  for  monitoring  the  doctors’  use  of 
tests  and  ancillary  services,  and  for  riding 
herd  on  the  doctors  on  admissions,  with 
respect  to  patients’  length  of  stay,  and 
discharge  planning.  The  government  has 
also  put  financial  constraints  on  the 
physician  by  freezing  payment  levels,  but  as 
yet,  has  not  produced  an  effective  or 
acceptable  weapon  to  enable  it  to  exert  more 
control.  In  those  institutions  where  the 
medical  staff  is  well  disciplined,  policing 
them  has  not  been  a problem;  in  others,  it  has 
been  a major  problem  and  will  continue  to  be. 
Another  immediate  result  has  been  a 
shortening  of  length  of  stay  and  a much 
higher  turnover  of  patients.  This  has  resulted 
in  increased  administrative  tasks  and  costs. 

As  a result  of  monitored  admissions, 
intensity  of  illness  of  hospitalized  patients 
has  increased,  requiring  more  nursing  and 
technical  attention,  and  thus  increasing 
costs  per  case  at  the  same  time  the 
government  is  ratcheting  down  the  amount  it 
will  pay.  Other  payors  are  now  following  the 
government’s  lead  and  demanding  discounts 
from  hospitals  while  at  the  same  time  setting 
up  programs  that  compete  with  the  hospitals 
for  customers.  These  payors  have  become  our 
competitors  in  the  acute  care  arena.  They 
may  eventually  buy  and  operate  hospitals.  If 
so,  the  wheel  will  have  come  full  turn. 

As  a result  of  the  increase  in  intensity  of 
illness  experienced  by  today’s  hospitalized 


patients,  discharge  or  out-placement  of 
patients,  especially  of  those  over  65,  has 
begun  to  become  a real  problem  for  the 
hospital  who  sees  its  income  being  consumed 
by  delay  in  out-placement.  Where  the  patient 
has  private  resources,  there  is  little  problem. 
When  it  is  a Medicare  case  requiring  nursing 
home  placement,  it  is  harder  to  place  the 
patient.  When  it  is  a Medicaid  case,  it  is 
almost  impossible. 

As  the  aged  population  increases  in  size, 
there  will  be  an  increasing  demand  for 
extended  care  beds  and  the  facilities  to 
accommodate  those  patients  being 
discharged  from  acute  care  facilities  who  can 
no  longer  care  for  themselves  in  their  own 
homes,  and  who  have  no  family  to  care  for 
them.  Whatever  else  may  or  may  not  be  true 
about  DRGs,  they  represent,  in  part,  a kind  of 
revolution  taking  place  in  the  hospital 
segment  of  the  health  care  delivery  system,  a 
revolution  brought  on  by  a variety  of  groups 
for  a variety  of  reasons  and  by  government’s 
and  industry’s  desire  to  decrease  their 
increasing  costs  and  involvement  with 
health  care  delivery. 

Meanwhile,  in  spite  of  the  glowing  reports 
of  the  financial  success  of  hospitals  under  the 
new  payment  system,  the  predictions  from 
within  the  industry  continue  to  be  dire.  Costs 
per  admission  have  increased.  Expense 
budgets  have  been  reduced,  but  fixed  costs 
have  not  changed.  Expensed  can  only  be  cut 
to  a certain  point  before  services  must  begin 
to  be  curtailed. 

Fifty  thousand  hospital  employees  have 
been  laid  off;  more  layoffs  are  foreseen  in  the 
coming  few  years.  It  is  predicted  that  by  1990, 
one  thousand  hospitals  will  have  closed, 
effectively  removing  100,000  acute  beds.  The 
health  economics  analysts  cheer  this 
development  predicting  that  people  are  going 
to  be  healthier  and  that  they  will  be  treated  to 
a greater  extent  on  an  ambulatory  or 
outpatient  basis  and,  therefore,  the  demand 
for  acute  beds  will  be  diminished.  They  may 
be  right.  Then  again,  they  may  be  wrong. 
Personally,  I think  and  hope  that  they  are 
correct. 

Every  hospital’s  experience  has  been 
different  under  the  new  system,  but  those 
hospitals  that  have  adapted  quickly  by 
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cutting  expenses  nave  at  least  managed  to 
survive  over  the  short  term.  Many  will  not 
survive  over  the  long  term  unless  they  have 
the  ability  and  wherewithal!  to  adapt  quickly 
to  the  changing  times.  The  hospitals  most  at 
risk  are  small  urban  hospitals  and  rural 
hospitals.  The  net  result  will  be  a decrease  in 
free  standing  small  and  medium  sized 
hospitals  and  an  increase  in  the  number  of 
hospitals  operating  in  groups  or  corporate 
chains.  The  only  danger  I see  in  this  is  that 
eventually  the  corporate  hospital  systems 
will  control  the  dispensing  of  acute  care  on 
their  own  terms.  What  we  are  actually 
witnesses  to  is  the  demise  of  the  volunt8iry 
hospital  system  in  the  United  States  as  we 
have  historically  known  it.  Whether  that  is 
good  or  bad  remains  to  be  seen.  The  national 
eleemosynary  philosophy  that  brought  the 
volunteer  hospital  system  into  existence  has, 
in  most  communities,  died  in  this  generation. 
Perhaps  in  the  name  of  competition  it  is 
fitting  that  the  system  to  which  it  gave  birth, 
die  also. 

For  almost  forty  years,  the  guiding 
philosophy  of  the  delivery  of  health  care  in 
the  United  States  has  been  “continuity  of 
care”  with  the  community  hospital  being  the 
focal  point.  Under  that  philosophy  we 
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achieved  the  finest,  most  centralized,  most 
complete  health  care  delivery  system 
anywhere  on  earth.  Then  the  profit  makers 
discovered  the  health  care  system  and 
competition  became  the  name  of  the  game. 
Voluntary  hospitals  can,  and  will  compete. 

But  in  the  last  ten  years,  in  the  name  of 
competition,  continuity  and  focal  point  have 
become  totally  obsolete.  We  now  have  the 
most  diffuse  system  on  earth  and  are 
becoming  more  decentralized  every  day  with 
urgi-centers,  surgi-centers,  docs  in  box,  one- 
day  stays,  etc.,  etc.,  and  there  is  more  to  come. 
I am  not  saying  it  is  all  bad,  but  I cannot 
believe  it  is  all  for  the  public  good. 

There  are  essential  elements  that  are 
missing,  and  what  has  been  continuously 
missing  during  these  forty  years  of 
development  has  been  an  intelligent  and 
coherent  national  health  care  policy.  The 
history  of  the  last  forty  years  is  filled  with 
attempts  by  the  government  to  develop  such  a 
policy  So  far  none  have  worked.  The  latest 
attempts  in  a long  line  are  DRGs  and 
competition.  I,  personally,  do  not  believe  that 
either  is  the  answer. 

It  is  still  much  too  early  to  determine  what 
the  long  range  effects  on  hospitals,  on  health 
care  delivery  in  general,  and  on  health  care 
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delivery  to  the  elderly,  in  particular,  will  be. 
To  complicate  the  ability  even  to  make 
assumptions  on  the  subject,  the  government 
bureaus  continue  to  change  the  ground  rules 
and  even  remain  divided  among  themselves 
as  to  what  the  ground  rules  are  or  should  be. 

One  result  is  that  a truly  magnificent, 
though  costly,  health  care  delivery  system 
has  been  thrown  into  confusion  by  far 
reaching  changes  which  have  come  much  too 
quickly,  with  too  little  planning  and  too  little 
thought  given  to  the  end  result,  the  only 
thought  behind  it  being  to  cut  the  cost  to 
government. 

At  this  point,  T do  not  think  that  patients 
are  not  getting  the  treatment  they  require,  or 
that  the  quality  of  their  treatment  has  been 
reduced,  but  the  community’s  perception  is 
that  it  has.  In  some  ways,  the  tightening  of 
the  system  may,  over  the  long  run,  prove 
beneficial  for  us  all.  Adversity  has  often  been 
the  father  of  invention.  Witness  the 
restructuring  of  hospitals  to  allow  them  to 
operate  for  profit  as  well  as  not-for-profit 
ventures  in  order  to  increase  their  income  and 
to  allow  joint  ventures  with  medical  staff 
members  and  others  to  organize  for-profit 
businesses.  Where  there  is  a will,  there  is  a 
way,  in  spite  of  the  government.  The  question 
is  whether  these  efforts  distract  the  attention 
of  the  hospital  industry  from  its  main 
purpose  which  is  to  render  care  to  sick 
persons.  I believe  that  they  do. 

The  dust  has  not  settled  yet  and  it  will  be 
several  more  years  before  it  does.  In  the 
meantime,  the  public  is  beginning  to  become 
concerned  about  future  availability  of 
comprehensive  and  quality  care.  Groups  such 
as  the  American  Association  of  Retired 
People  are  beginning  to  study  the  issues  and 
to  make  their  concerns  known  and  heard  at 
policy  making  levels  of  the  government. 
Concerned  officials  are  beginning  to  ask 
questions,  trying  to  clarify  where  health 
policy  makers  are  trying  to  head  the  health 
delivery  system  in  this  country. 

The  hospital  industry  and  its  related 
organizations  are  beginning  to  try  to  bring 
some  order  to  the  confusion  into  which  the 
government  has  thrown  us  all.  As  a result  of 
this  confusion,  at  the  government  policy 
making  and  interpretation  level,  a major 
portion  of  the  time  now  spent  running  a 


hospital  on  a daily  basis  is  devoted  to 
analyzing  what  is  happening,  where  we  are, 
and  what  we  must  do  to  survive  in  order  to 
continue  to  meet  the  acute  health  care  needs 
of  our  constituent  communities,  doctors  and 
patients. 

Where  it  will  end,  I cannot  predict.  I do 
think  that  as  a result  of  the  present  processes, 
the  health  delivery  system  will  become  more 
lean,  more  efficient  and  certainly  more  cost 
conscious.  Whether  it  will  continue  to  offer 
high  quality  care,  the  best  care  possible  to  all 
who  need  it,  regardless  of  ability  to  pay,  and 
all  the  care  required  at  the  time  required, 
within  an  easily  accessible  distance,  are 
questions  that  I think  it  is  too  early  to  answer. 
F or  even  as  I speak,  the  system  is  in  a state  of 
change. 

Norval  R.  Copeland 

Mr.  Copeland  is  executive  director  of  Riverside  Hospital.  This  editorial  was 
adapted  from  his  presentation  to  the  Delaware  Health  Council. 
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LEHERS  TO  THE  EDITOR 


ARE  ALL  HEALTH  DISCIPLINES 
WORKING  TOGETHER? 


I have  just  read  the  editorial  ‘Will  The 
“Barefoot  Doctors’  of  Mental  Health  Drive 
out  the  Doctors”  {DMJ,  November,  1985)  by 
Seymour  C.  Post,  M.D.  Dr.  Post,  whose  letters 
have  now  been  published  in  the  New  York 
Times  (May  19,  1985)  and  Commentary 
(November,  1985),  as  well  as  elsewhere,  seems 
to  have  taken  upon  himself  the  task  of 
ridding  the  world  of  non-medical  mental 
health  professionals.  His  letters  suggest  that 
he  really  approves  only  of  those  with 
psychoanalytic  training,  which  would  leave 
most  of  the  Delaware  psychiatric  community 
“barefoot”  in  the  fields  with  the  rest  of  us. 

Dr.  Post  does  not  choose  to  present  his 
arguments  in  a rational  form  designed  for 
serious  debate  of  important  issues  but 
regresses,  instead,  to  name-calling.  As  is  well- 
known,  Dr.  Sigmund  Freud  (of  whom  Dr.  Post 
is  also  critical)  examined  these  issues  in  The 
Question  of  Lay  Analysis.  In  addition,  much 
of  the  seminal  treatment  and  writing  in  the 
field  was  done  by  non-medical  people. 

Dr.  Post  is  angry  because  psychiatry  is 
unpopular  in  medical  schools.  He  states  that 
medical  school  students  do  not  wish  to  enter 
psychiatry  out  of  reluctance  to  associate  with 
“lesser”  mental  health  professionals. 
However,  it  is  hardly  the  responsibility  of  the 
other  disciplines  to  raise  the  prestige  of 
psychiatry  among  medical  students.  Surely 
those  interested  in  developing  psychiatrists 
must  examine  their  own  selection  and 
training  procedures  before  blaming  anyone 
else. 

More  important.  Dr.  Post  makes  the  grave 
error  of  assuming  that  a degree,  any  degree, 
by  definition,  confers  competence.  All 
professionals  are  embarrassingly  aware  that 
credentials  are,  at  best,  a minimum  test  of 
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ability.  “Blatant  malpractice”  and 
“mishandled  cases”  occur  in  all  disciplines 
and  many  professionals,  recognizing  the 
need  for  continuous  oversight  and  correction, 
devote  some  of  their  time  and  energy  to 
examining  boards,  peer  review  committees 
and  the  like. 

I am  disappointed  that  the  Medical  Society 
of  Delaware  would  publish  such  an  insulting 
letter.  I was  under  the  impression  that,  in  this 
State,  at  least,  members  of  all  the  mental 
health  disciplines  are  working  together  to 
promote  the  best  possible  training  for  the 
practitioner  and  quality  care  for  the 
consumer.  Am  I mistaken? 

Harriet  Ainbinder,  PHD. 
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DELEGATE’S  REPORT: 

1 985  INTERIM 

MEETING  OF  THE 

AMA  HOUSE  OF  DELEGATES 


The  Interim  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Washington,  D.C. 
December  8-11,  1985.  The  Medical  Society  of 
Delaware  was  represented  by  President, 
John  Benge,  M.D.;  Delegate,  Roger  B. 
Thomas,  Jr.,  M.D.;  and  Alternate  Delegate, 
Rhoslyn  J.  Bishoff,  M.D.  This  report  will 
review  major  items  of  business  which  were 
transacted  during  that  meeting,  along  with 
lesser  items  which  have  particular  relevance 
to  our  state.  More  fully  detailed  information 
is  contained  in  the  AMA  News,  dated 
December  20  and  27,  1985. 

There  were  371  delegates  seated:  296 
represented  state  medical  associations;  66 
represented  national  medical  specialty 
societies;  9 represented  hospital  medical 
staffs,  medical  students,  medical  schools, 
resident  physicians,  the  Armed  Services,  the 
Public  Health  Service,  and  the  Veterans 
Administration. 

In  his  address  to  the  House  of  Delegates, 
AMA  President  Harrison  Rogers  said  that 
the  most  significant  change  that  should 
concern  the  medical  profession  today  is  the 
attitude  of  physicians  toward  the  future  of  the 
profession.  He  warned  that  the  problem  is 
apparent  in  physicians  who  say  that  they  are 


losing  their  close  relationship  with  patients; 
that  it  will  not  be  possible  to  continue  to 
practice  in  view  of  the  professional  liability 
crisis;  that  the  for-profit  status  of  hospitals 
will  destroy  patient  care;  and  that  they  would 
never  advise  their  children  to  become 
physicians.  He  went  on  to  say  that  these 
negative  attitudes  seem  to  him  to  be  more 
dangerous  to  the  future  of  our  profession  than 
anything  that  is  being  imposed  or  that  could 
be  imposed  from  the  outside. 

Problems  related  to  tobacco  and  other 
public  health  issues  had  a prominent  part  in 
the  discussions.  In  its  strongest  attack  yet  on 
tobacco  use,  the  House  of  Delegates  approved 
7 separate  measures  designed  to  reduce 
tobacco-related  deaths  and  illness.  These 
actions  called  for  support  of  Federal 
legislation  to  ban  all  magazine,  newspaper, 
and  billboard  advertising  of  tobacco 
products.  In  addition,  closer  scrutiny  of  other 
forms  of  tobacco  promotion  is  urged 
including  the  sponsorship  of  sporting  events, 
discount  coupons  and  samples,  scholarships, 
marketing  of  clothes  with  cigarette  logos,  etc. 
Increased  participation  by  physicians  in 
general  is  urged,  in  educating  the  public 
about  the  health  hazards  related  to  tobacco 
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use,  and  in  testifying  in  court  about  the 
etiology  of  an  individual’s  disease. 

The  continuing  freeze  on  reimbursement 
for  physician  services  under  Medicare  drew 
much  of  the  delegates’  efforts.  Attempting  to 
gain  some  measure  of  relief,  the  House 
adopted  a resolution  urging  county,  state, 
and  specialty  medical  societies  to  help  the 
AMA  in  continuing  an  aggressive  activity, 
both  legislative  and  judicial  as  appropriate, 
to  eliminate  the  discriminatory  action  of 
Congress  in  imposing  an  unfair  control  of 
charges  for  physician  services  under 
Medicare.  Also  adopted  as  part  of  the  action 
was  an  additional  Resolve  from  Delaware, 
asking  the  AMA  to  intensify  efforts  to 
increase  public  awareness  of  the  deleterious 
effects  of  the  Medicare  fee  freeze  and  other 
Medicare  benefit  curtailments  on  the 
continued  accessibility  for  Medicare-eligible 
citizens  to  the  physicians  of  their  choice.  In  a 
related  matter,  the  House  was  advised  that 
the  AMA  had  joined  with  the  Massachusetts 
Medical  Society  in  a suit  opposing  a new  state 
law  tying  state  licensure  to  Medicare 
participation.  The  House  overwhelmingly 
supported  the  Board  of  Trustees  action  in  this 
regard,  and  adopted  a policy  statement 
calling  on  the  Association  to  maintain  its 
vigorous  opposition  to  the  Massachusetts 
Legislation;  to  strongly  affirm  the  policy  that 
medical  licensure  should  be  determined  by 
educational  qualifications,  professional 
competence,  ethics,  and  other  appropriate 
factors  necessary  to  assure  professional 
character  and  fitness  to  practice;  and  finally 
to  oppose  any  law  that  compels  either 
acceptance  of  Medicare  assignment  or 
acceptance  of  the  Medicare  allowed  amount 
as  payment  in  full  as  a condition  of  state 
licensure. 

Turning  to  the  crisis  in  professional 
liability,  the  House  directed  that  the  search 
for  resolutions  to  the  liability  crisis  continue 
as  the  highest  priority  of  the  Association. 
Several  committees,  from  the  House  and  from 
the  Board  of  Trustees,  are  working  together 
and  jointly  reporting  to  both  bodies.  Sobering 
reports  from  these  committees  were  reviewed 
by  the  House,  and  support  was  given  for  the 
continued  efforts  of  these  committees. 

The  House  adopted  a comprehensive  report 


from  the  Council  on  Medical  Education 
which  examined  the  current  methods  ol 
funding  graduate  medical  education  and  tht 
proposed  Medicare  Legislation  affecting  thif 
funding.  The  report  contained  manj 
principles  to  guide  the  AMA  in  responding  t 
legislative  proposals  and  other  challenges  tc 
the  graduate  medical  education  system 
These  principles  included  recognition  thal 
graduate  medical  education  results  in  direct 
benefit  to  the  health  and  wellbeing  of  society 
in  general,  and  that  therefore  societa; 
contributions  to  its  funding  are  appropriate 
Graduate  medical  education  and  the  clinical 
care  of  patients  are  inextricably  linked,  and 
teaching  hospitals  should  be  fully  j 
reimbursed  for  the  reasonable  cost  of  | 
residents  salaries  and  benefits.  The  I 
consideration  of  direct  billing  by  resident  [ 
physicians  for  their  services  should  be 
discouraged.  Feeling  the  impact  of  current 
fiscal  constraints,  recognition  was  given  that  | 
the  first  priority  for  Medicare  funds  for ! 
residents  salaries  should  be  accorded  to , 
graduates  of  medical  schools  accredited  by  I 
the  Liaison  Committee  on  Medical  Education  I 
or  the  American  Osteopathic  Association, 
and  that  su-pport  for  foreign  medical 
graduates  should  be  phased  out  over  an 
appropriate  time  period.  It  was  felt  that 
Medicare  liegislation  should  not  be  the 
vehicle  for  establishment  and  implementa 
tion  of  national  physician  manpower 
policies.  Finally,  reimbursement  for  patient 
care  by  all  payers  must  be  adequate  to  sustain ; 
the  nation’s  teaching  hospitals,  and 
adequate  indirect  cost  payments  under' 
Medicare  should  be  continued.  Governments 
must  consider  and  fund  separately  the  care  of  i 
the  nation’s  indigent. 

The  use  of  relative  value  scales  (RVS)  as  8 
basis  for  physician  reimbursement  was 
another  major  topic  of  discussion  by  the 
House  of  Delegates.  The  House  adopted  a 
report  and  resolution  which  examined  and 
supported  the  concept  of  RVS,  which  is  a 
method  of  measuring  the  relative  economh 
value  of  different  procedures  performed  by 
physicians.  The  report,  which  was  a nationa 
study,  drew  lively  debate  with  some 
assertions  that  the  current  studies  are 
weighted  in  favor  of  reducing  the  fees 
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received  by  surgeons.  The  RVS  resolution 
adopted  by  the  House  reaffirms  previous 
AMA  policy  that  any  new  Medicare  payment 
plan  to  physicians  be  based  on  an  indemnity 
system,  and  that  this  system  should  be  based 
on  an  RVS  with  allowances  for  regional 
differences.  Debate  in  the  reference 
committee  showed  that  physicians  favored 
restating  current  policy  in  view  of  imminent 
congressional  changes  in  the  Medicare 
reimbursement  system  for  physicians. 

Another  item  which  the  House  dealt  with 
was  the  legally  tricky  and  emotional  issue  of 
the  relationship  between  the  hospital  medical 
staff  and  a hospital’s  board  of  governors. 
Delegates  voted  to  give  the  AMA’s 
Commissioners  to  the  Joint  Commission  on 
Accreditation  of  Hospitals  new  instructions 
on  the  extent  of  a medical  staff s self- 
governance,  and  to  work  to  revise  JCAH 
standards  on  medical  staffs  removing 
provisions  which  permit  a hospital’s  board  of 
trustees  to  make  unilateral  amendments  to 
medical  staff  bylaws.  Debate  on  the  floor 
made  it  clear  that  physicians  who  practice  in 
hospitals  are  increasingly  worried  that 
negotiations  between  hospital  staffs  and 
boards  of  trustees  are  increasingly  being 
unilaterally  changed  by  administrators, 
acting  through  their  boards,  responding  to 
changing  economic  conditions. 

There  were  numerous  other  areas  of  action 
at  this  meeting,  which  will  now  be  briefly 
reviewed.  They  include  the  adoption  of  a 
resolution  directing  the  AMA  to  recommend 
strongly  to  the  Accreditation  Council  on 
Graduate  Medical  Education  that  it  require 
the  presentation  of  educational  materials  on 
medical  ethics  in  all  residency  training 
programs.  A Florida  resolution  was  adopted 
asking  the  AMA  to  work  to  establish  a formal 
joint  coalition  for  tort  reform  that  would 
include  representatives  of  the  AMA,  ther 
affected  professions,  business,  industry,  and 
concerned  individuals;  and  suggesting  that 
initiatives  developed  by  the  coalition  be 
implemented  at  the  state  level.  A resolution 
from  the.  American  Academy  of  Pediatrics 
was  referred  to  the  Board,  asking  the  AMA  to 
incorporate  into  its  proposed  Federal 
legislation  for  professional  liability  reform  a 
fair  and  equitable  statute  of  limitations.  A 
Michigan  resolution  was  referred  to  the 
Board,  asking  the  AMA  to  study  alternatives 
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to  tort  law  for  resolving  medical  malpractice 
claims  and  compensating  injured  patients 
without  regard  for  negligence.  A report  from 
the  Board  of  Trustees  was  adopted, 
describing  actions  taken  to  have  the  Federal 
Aviation  Administration  place  basic  medical 
emergency  kits  on  commercial  airliners.  A 
resolution  passed  which  calls  on  the  AMA  to 
remind  all  physicians  to  collect  and 
document  instances  in  which  medical  care 
and  hospitalization  have  been  inappropriate 
ly  denied  or  curtailed  because  of  the 
prospective  pricing  system  (DRG).  A report 
from  the  Council  on  Ethical  and  Judicial 
Affairs  was  adopted,  which  concludes  that 
the  practice  of  “blood  doping”  to  improve 
athletic  performance  is  an  unnecessary  and 
potentially  hazardous  medical  service  that 
does  not  prevent,  ameliorate,  or  eliminate 
disease. 

The  delegates  took  action  on  an  agenda 
additionally  so  broad  that  it  is  impossible  to 
enumerate  fully  in  this  report.  The  interested 
reader  is  referred  to  the  AMA  News  of 
Decern ber  20  and  27,1 985ior  further  details  in 
these  additional  areas. 

Respectfully  submitted, 
Roger  B.  Thomas,  Jr.,  M.D. 
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PROCEEDtNGS  OF  THE 
HOUSE  OF  DELEGATES,  1985 
PART  II 


COMMITTEE  ON  AGING 

The  Committee  on  Aging  of  the  Medical  Society 
of  Delaware  had  one  meeting  during  the  calendar 
year  regarding  matters  that  had  come  to  our  atten- 
tion. There  was  some  discussion  of  the  previous 
recommendation  that  the  Committee  on  Aging  pre- 
sent a plan  to  the  Board  of  Trustees  regarding  pub- 
lic education  and  information  on  matters  such  as 
Medicare  coverage,  DRGs,  and  health  care  matters 
concerning  the  elderly.  However,  no  concrete  de- 
cisions were  made  at  that  time  regarding  these  mat- 
ters. 

As  everyone  is  aware,  a lot  of  these  matters  are 
going  through  tremendous  flux,  making  it  very  dif- 
ficult to  make  any  concrete  recommendations  that 
will  have  any  lasting  impact. 

The  most  significant  thing  that  has  happened 
during  the  year  is  that  your  chairman  has  been 
aonointed  by  State  Senator  Richard  Cordrey,  Presi- 
dent Pro  Tern  of  the  Senate,  to  chair  a committee 
to  study  special  problems  of  the  families  and  victims 
of  Alzheimer’s  Disease  or  Dementia.  This  com- 
mittee was  formed  as  a result  of  passage  of  Senate 
Concurrent  Resolution  54  this  year.  The  other  mem- 
bers of  this  committee  are  state  senators  and  rep- 
resentatives; I am  the  only  medical  doctor  on  the 
committee  at  the  present  time. 

I would  greatly  appreciate  any  input  by  phy- 
sicians in  the  State  Medical  Society  who  have  a 
particular  interest  in  Alzheimer’s  Disease.  An  initial 
meeting  of  this  committee  will  be  scheduled  in  the 
near  future  to  further  pursue  this  subject.  The  state 
and  federal  government  continue  with  their  long- 
range  planning  activities,  but,  as  far  as  I know,  no 
concrete  recommendations  have  been  made,  and  no 
one  has  actively  solicited  the  advice  of  this  com- 
mittee. 

Stephen  L.  Hershey,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation 
that  the  committee  seek  additional  physician  rep- 
resentation-such as  neurologists,  psychiatrists,  and 
gerontologists— in  order  to  deal  with  the  problems 
of  Alzheimer’s  Disease.) 


ALTERNATIVE  METHODS  OF  HEALTH  CARE 
DELIVERY  AND  PLANNING 

There  was  one  meeting  of  the  committee  on  the 
13th  of  December,  1984,  and  at  that  time  the  report 
of  then  Lt.  Governor  Michael  N.  Castle  entitled 
“A  Prescription  for  Managing  Health  Care  Costs” 
was  reviewed  and  discussed.  It  was  the  opinion 
of  the  committee  that  the  State  Medical  Society 
should  participate  in  any  efforts  to  help  the  Gover- 
nor in  containing  costs.  The  committee  shared  the 
concerns  involved  in  that  report. 

The  committee  has  had  no  further  activity  in 
1985,  and  the  membership  is  well  aware  of  the 
continuing  activities  regarding  Independent  Prac- 
tice Associations  and  Glosed  Panel  Health  Main- 
tenance Organizations. 

There  was  a recommendation  submitted  to  the 
committee  from  Dr.  Dewey  Nelson  regarding  the 
committee  entering  into  a joint  ventm-e  with  the 
Insurance  Gommissioner  to  monitor  HMOs  and 
IPAs.  While  the  committee  decided  against  enter- 
ing into  any  joint  venture  with  the  Commissioner, 
the  committee  did  feel  that  in  the  future  it  may 
be  necessary  to  establish  a committee  to  monitor 
and  appraise  Independent  Practice  Associations  and 
Closed  Panel  Health  Maintenance  Organizations  on 
behalf  of  the  membership  of  the  Medical  Society 
of  Delaware. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  filed.) 

CULTURAL  AND  HISTORICAL  COMMITTEE 

During  1985  the  committee  had  no  formal  meet- 
ings. Behind-the-scenes  activity  in  the  historical 
area  is  now  being  directed  towards  successful  imple- 
mentation of  Project  1989— of  which  more  next  year. 

Charles  R.  Green,  Jr.,  M.D. 

Chairman 

(The  report  was  filed.) 

COMMITTEE  ON  HOSPITAL  RELATIONS 

The  above  committee  has  met  at  various  times 
throughout  the  year  at  the  call  of  the  chairman. 
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The  Board  of  Trustees  of  the  State  Medical  So- 
ciety has  charged  this  committee  with  protecting 
and  preserving  the  right  of  physicians  in  their  rela- 
tionships with  hospitals  and  other  organizations 
that  have  a direct  effect  upon  their  professional  lives. 

Over  the  past  year,  the  committee  has  acted  at 
the  request  of  the  hospital-based  physicians  to  help 
in  protecting  their  rights  of  due  process.  Members 
of  the  Society  have  asked  the  committee  to  review 
hospital  bylaw  changes  and  to  support  positions 
which  are  in  the  best  interest  of  the  practicing  phy- 
sicians. 

The  members  of  the  committee  would  like  to  have 
a positive  impact  in  the  credentialing  process  at 
various  hospitals.  At  times,  hospital  and  supporting 
regulatory  bodies  have  placed  physicians  with  privi- 
leges in  different  departments  and  whose  diagnostic 
and  therapeutic  procedures  overlap  in  conflict.  This 
unfortunate  turn  of  events  will,  in  all  probability, 
become  more  frequent  and  will  have  a destructive 
effect  upon  the  House  of  Medicine 

Albert  Gelb,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation 
that  the  committee  expand  its  duties  because  of  the 
increasingly  complex  relationships  between  hospitals 
and  organized  medical  staffs.) 

ENVIRONMENTAL  AND  PUBLIC  HEALTH 
COMMITTEE 

A meeting  of  the  Environmental  and  Public 
Health  Committee  was  held  April  3,  1985,  at  the 
University  and  Whist  Club  in  Wilmington. 

The  committee  met  to  hear  a presentation  by  Mr. 
Vincent  Kranz,  Director  of  the  Toxic  Substances 
Right  to  Know  Program.  This  program  is  being 
conducted  by  the  Bureau  of  Environmental  Health 
as  a result  of  enactment  of  the  Hazardous  Chemical 
Information  Act,  which  was  passed  last  year  by  the 
Delaware  General  Assembly.  The  act  is  designed 
to  protect  employees  in  the  chemical  manufacturing, 
chemical  using  and  distributing  fields  by  requiring 
employers  to  provide  employees  with  information 
regarding  the  potential  hazards  of  exposure  to  those 
chemicals  with  which  they  work.  This  act  is  also 
designed  to  provide  information  to  emergency  ser- 
vice organizations. 

Mr.  Kranz  outlined  the  requirements  of  the  new 
law,  which  supplements  OSHA  standards  and  in- 
cludes manufacturing  as  well  as  non-manufacturing 
employers.  The  Toxic  Substances  Right  to  Know 
Program  has  notified  over  14,000  employers  in  Del- 
aware of  the  requirements  of  the  new  law.  As  of 
November  1985,  companies  must  maintain  Material 
Safety  Data  Sheets  including  information  about  the 
chemicals  manufactured  or  used.  An  Employee 


Training  Program  must  be  in  effect  by  May  1986. 
The  following  telephone  hotline  has  been  established 
for  inquiries  and  complaints:  1-800-554-INFO. 

Topics  for  future  meetings  of  the  committee  will 
include  proper  labeling  of  hazardous  chemicals  in 
transport  and  acid  rain. 

Robert  L.  Meckelnburg,  M.D. 

Chairman 

(The  report  was  filed.) 

MATERNAL  AND  CHILD  CARE  COMMITTEE 

The  committee  reviewed  a proposal  for  a Neo- 
natal Nurse  Transport  Team,  including  suggested 
criteria  for  transporting  mothers  and  newborns.  The 
team  would  be  primarily  nurses  and  members  of 
the  neonatal  intensive  care  staff.  A usual  team 
would  be  an  advanced  nurse  practitioner  especially 
trained  according  to  the  NAACOG  standards,  and 
a transport  nurse  with  special  skills.  There  would 
be  physician  supervision  and  consultation  via  tele- 
phone and  radio  communications  available  at  all 
times.  On  selected  oases,  such  as  diaphragmatic 
hernia,  a physician  would  become  part  of  the  team 
with  the  nurse  practitioner.  After  discussion,  the 
committee  unanimously  agreed  to  accept  the  fol- 
lowing resolution: 

Whereas,  the  Medical  Center  of  Delaware 
is  the  tertiary  care  facility  for  intensive  care  of 
pregnant  women  and  premature  and  sick  in- 
fants; and 

Whereas,  infant  mortality  and  morbidity  is 
a state  wide  community  problem;  and 

Whereas,  the  Delaware  State  Legislature  has 
appointed  a task  force  to  investigate  measures 
needed  to  decrease  the  infant  mortality  of  the 
State  of  Delaware;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Dela- 
ware recommend  to  the  legislature  of  Delaware, 
through  the  Task  Force,  that  a nurse  transport 
team  for  infants  be  developed  by  the  Medical 
Center  of  Delaware  and  supported  by  State 
of  Delaware  funds. 

The  committee  is  extremely  interested  in  the 
Legislative  Infant  Mortality  Task  Force  created  by 
House  Resolution  94.  The  charge  of  the  task  force 
is  to  study  the  problem  of  infant  mortality  in  Del- 
aware and  to  then  present  an  action  agenda  to  the 
legislature  with  an  interim  report  due  in  December. 
It  was  agreed  that  a small  committee  be  formed  to 
develop  specific  proposals  for  the  following  four 
work  groups  of  the  Task  Force:  1)  Work  Group  on 
Scope  and  Content  of  Prenatal  Care  and  Preconcep- 
tual  Care;  2)  Work  Group  on  Access  and  Avail- 
ability of  Services,  Financial  and  Social  Support 
Needs;  3)  Work  Group  on  Regionalized  Perinatal 
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Care;  4)  Work  Group  on  Adolescent  Pregnancy. 

Comments  will  be  submitted  in  time  to  be  in- 
cluded in  the  interim  report  of  the  Task  Force  due 
in  December. 

John  F.  Gehret,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICINE  AND  RELIGION  COMMITTEE 

During  the  past  year,  the  Committee  on  Medicine 
and  Religion  of  the  Medical  Society  of  Delaware  has 
continued  the  high  level  of  activity  initiated  during 
the  previous  three  years  of  chairmanship  by  Peter 
S.  Huang,  M.D.  It  has  been  my  privilege  to  have 
been  able  to  continue  this  work. 

This  year,  the  Medicine  and  Religion  Advisory 
Subcommittee  was  approved  by  the  Board  of  Trus- 
tees of  the  Medical  Society  of  Delaware.  Chaplain 
Lyn  Swanson  and  the  other  committee  members 
have  largely  completed  the  process  of  obtaining 
names  of  interested  clergymen  and  lay  representa- 
tives. Final  selection  of  members  is  practically 
completed,  and  the  first  meeting  of  this  liaison 
committee  is  expected  soon.  The  purpose  of  this  liai- 
son committee  will  be  to  act  in  an  advisory  capacity 
to  the  Committee  on  Medicine  and  Religion  in  order 
to  improve  communication  among  physicians  and 
clergy  in  the  health  care  institutions  of  the  State 
and  to  broaden  the  base  of  support,  interest,  and 
partieipation  by  health  eare  professionals  with  indi- 
viduals involved  in  pastoral  care  throughout  the 
state. 

The  Fourteenth  Annual  Prayer  Breakfast  of  the 
Medical  Society  of  Delaware  was  held  at  the  Hotel 
du  Pont  on  November  17,  1984.  The  program  was 
a “case  presentation”  of  how  family,  physician,  and 
clergy  interacted  closely  together  to  help  a family 
cope  with  catastrophic  medical  problems.  The  pro- 
gram was  presented  mainly  by  the  family  involved. 
Committee  members  presented  music  and  biblical 
passages  relating  to  dealing  with  serious  illness  and 
death. 

On  Thursday,  April  4,  1985,  the  Third  Annual 
Physician /Clergy  breakfast  was  held.  The  Alfred 
I.  du  Pont  Institute  of  the  Nemours  Foundation 
hosted  the  breakfast  and  the  program,  “The  Di- 
lemma of  Pulling  the  Plug.”  A panel  presentation 
was  made  regarding  medical,  religious,  legal,  and 
ethical  approaches  to  dealing  with  issues  surround- 
ing medical  care  in  terminal  illness.  The  speakers 
were  Peter  S.  Huang,  M.D.,  Chaplain  Lynwood 
L.  Swanson,  John  M.  Bader,  Esq.,  and  Professor 
Mary  B.  Williams,  Ph.D.,  of  the  University  of  Del- 
aware. The  very  pleasant  and  effective  coopera- 
tion of  the  Pastoral  Care  Department  and  other 
departments  of  the  Alfred  I.  du  Pont  Institute 
and  the  Medicine  and  Religion  Committee  appears 
to  be  the  start  of  a very  good  relationship. 


In  the  effort  to  make  a statewide  survey  of  pas- 
toral care  in  nursing  homes  and  long-term  care 
facilities,  a questionnaire  was  developed  and  was 
sent  out.  At  the  present  time,  Chaplain  Swanson 
is  compiling  and  tabulating  the  replies. 

Inquiry  was  made  to  the  American  Medical  Asso- 
ciation regarding  re-establishment  of  the  National 
Committee  on  Medicine  and  Religion.  We  learned 
that  the  discontinuation  of  the  Committee  in  1974 
occurred  at  the  same  time  that  many  other  valuable 
committees  were  discontinued  because  of  financial 
problems  in  the  AMA.  We  learned  that  such  states 
as  Oklahoma  and  Alabama  have  made  efforts  to 
re-establish  the  Committee,  which  at  the  most  recent 
winter  meeting  of  the  AMA  was  referred  to  com- 
mittee for  further  evaluation.  Individual  states  were 
in  the  meanwhile  passively  encouraged  to  continue 
their  own  efforts.  Our  AMA  delegate  and  alternate, 
Roger  B.  Thomas,  Jr.,  M.D.,  and  Rhoslyn  J.  Bishoff, 
M.D.,  were  helpful  in  this  matter. 

At  present,  the  program  for  the  Prayer  Breakfast 
for  the  1985  Annual  Meeting  of  the  Medical  So- 
ciety of  Delaware  has  been  completed.  The  topic 
is  “The  Interaction  of  Religion  and  Medicine 
Throughout  the  World.” 

Thus,  during  my  first  year  as  Chairman  of  the 
Medicine  and  Religion  Committee  of  the  Medical 
Society  of  Delaware,  I have  been  privileged  to  wit- 
ness the  active  participation  of  many  of  our  mem- 
bers. The  participation,  creativity,  and  support  of 
each  Committee  member  have  helped  shape  each 
program. 

Leon  Morton  Green,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICO-LEGAL  AFFAIRS  COMMITTEE 

The  second  annual  seminar  on  medico-legal  re- 
lations was  held  at  the  Academy  of  Medicine  on 
Wednesday,  February  27,  1985,  sponsored  by  the 
Medical  Society  of  Delaware,  the  Delaware  State 
Bar  Association,  and  the  Delaware  Law  School  of 
Widener  University.  It  was  preceded  by  dinner. 
There  was  an  excellent  turn-out,  particularly  from 
the  members  of  the  bar,  with  many  requests  that  this 
activity  be  continued  in  the  future. 

On-going  discussions  have  been  held  with  Mary 
Pat  Trostle,  Esquire,  who  chairs  the  Bar  Association’s 
Medico-Legal  Committee,  concerning  the  interpro- 
fessional code  of  conduct.  A final  draft  is  in  prepar- 
ation. It  will  be  discussed  within  the  respective 
medico-legal  committees  and,  when  agreement  can 
be  reached,  submitted  to  the  respective  Boards  of 
Trustees. 
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We  also  plan  to  hold  meetings  regarding  charges 
for  medico-legal  services  by  physicians. 

John  T.  Hogan,  M.D. 

Chairman 

(The  report  was  filed.) 

MENTAL  HEALTH,  ALCOHOLISM,  AND 
DRUG  ABUSE  COMMITTEE 

Pursuing  a goal  outlined  last  year,  this  committee 
has  attempted  to  promote  a collaboration  between 
the  State  system  of  mental  health  care  and  the 
private  sector.  To  this  end,  the  committee  has  at- 
tempted to  maintain  communication  with  the  Di- 
vision of  Mental  Health,  Alcoholism,  and  Drug 
Abuse. 

However,  as  noted  in  last  year’s  report,  we  find 
a trend  in  State  agencies  to  by-pass  the  private 
med'cal  community,  including  psychiatry.  For  ex- 
ample, there  was  an  effort  to  amend  the  Emergency 
Commitment  law  in  a way  that  excluded  the  role 
of  physicians.  It  is  significant  that  the  State  officials 
sought  support  from  non-medical  parties  but  avoided 
direct  dialog  with  us  (despite  an  invitation).  There 
may  be  no  direct  causal  relationship,  but  the  plans 
to  submit  a draft  for  new  legislation  by  the  State 
were  temporarily  aborted  when  this  committee  and 
the  Delaware  Psychiatric  Society  expressed  opposi- 
tion to  members  of  the  Legislature.  But  it  is  still 
the  intention  of  State  officials  to  press  their  objec- 
tives to  change  the  commitment  laws. 

Thus,  despite  our  desires  to  promote  collabora- 
tion with  the  State  agencies,  we  are  forced  to  main- 
tain a posture  of  vigilance  and  to  exercise  a positive 
impact  on  the  legislative  process  for  the  well  being 
of  the  public. 

Norman  Taub,  M.D. 

Chairman 

(The  report  was  filed  and  the  committee  com- 
mended for  its  efforts  in  keeping  the  Medical  Society 
of  Delaware  informed  and  in  a position  to  provide 
expertise  to  the  state  agencies.) 

PARAMEDICAL  AND  ANCILLARY 
PROFESSIONALS  COMMITTEE 

The  committee  has  had  only  one  issue  to  deal 
with  during  the  past  year.  The  occupational  thera- 
pists had  legislation  introduced  and  passed  by  the 
legislature  in  their  1985  session.  Through  nego- 
tiation with  representatives  of  the  occupational  thera- 
pists, we  were  able  to  convince  them  to  change  their 
proposed  bill  so  that  it  was  acceptable  to  the  So- 
ciety. 

It  is  anticipated  that  1986  will  be  one  of  more 
activity,  in  at  least  two  areas: 

1.  Acupuncture  legislation 
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2.  Physician  assistant  legislation 

We  also  anticipate  the  possibility  of  legislation 
being  introduced  on  behalf  of  the  podiatrists  and 
chiropractors. 

Ignatius  J.  Tikellis,  M.D. 

Chairman 

(The  report  was  filed.) 

PHARMACY  COMMITTEE 

The  Pharmacy  Committee  met  in  April  and  July 
during  1985.  A major  concern  was  a proposed 
change  concerning  patient  consultation  and  Regula- 
tion VI  of  ithe  Delaware  Pharmacy  Regulations.  The 
proposed  change  would  require  that  “pertinent  pa- 
tient medication  information”— including,  but  not 
limited  to,  storage  guidelines,  significant  side  effects, 
precautions  to  consider  while  using  the  medication, 
and  instructions  on  proper  use  of  the  medication— 
be  transmitted  verbally  to  the  patient  or  his/her 
agent.  The  committee  felt  that  the  regulation  would 
result  in  higher  costs  and  increased  liability  on  the 
part  of  the  pharmacist,  as  well  as  being  impractical, 
imenforceable,  and  put  the  pharmacist  in  the  position 
of  making  judgments  as  to  what  was  in  the  best 
interest  of  the  patients.  Additionally,  we  felt  that 
this  would  fo'rce  the  pharmacists  to  be  making  clini- 
cal judgments  and,  therefore,  practicing  medicine. 


We  joined  with  Daniel  J.  Kerrigan,  President  of 
the  Delaware  Phannaceutical  Society,  who  voiced 
similar  concerns.  With  the  approval  of  the  Board 
of  Tnistees,  a letter  was  sent  to  the  Board  of 
Pharmacy  voicing  our  opposition  to  the  proposed 
change,  with  a copy  to  Dr.  Lyman  J.  Olsen,  Direc- 
tor of  the  Division  of  Public  Health,  who  is  charged 
with  the  responsibility  of  making  the  final  decision 
on  the  matter.  Dr.  Ignatius  J.  Tikellis  spoke  on 
behalf  of  our  Pharmacy  Committee  and  the  State 
Medical  Society  at  the  August  14th  meeting  at  the 
Margaret  O’Neill  Building  in  Dover. 

Our  committee  has  also  been  concerned  about 
the  labeling  of  generic  drugs  when  substitution  is 
permitted.  Certain  labeling  of  drugs  by  the  phar- 
macists raised  questions,  and  it  has  been  requested 
that  some  labels  be  deleted. 

We  voiced  opposition  to  the  proposed  change 
in  Delaware  Controlled  Substances  Regulation  4 to 
provide  that  “a  verbal  prescription  for  controlled 
substances  may  only  be  communicated  to  a pharma- 
cist by  the  prescriber.  Prescriptions  for  controlled 
substances  communicated  by  an  employee  or  agent 
of  the  prescriber  are  not  valid.”  We  supported  the 
use  of  a state  number  or,  as  an  alternative,  the  four- 
digit state  license  number  of  the  physician  when  a 
controlled  substance  is  being  prescribed.  Regret- 
tably, our  opposition  was  not  sustained. 
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Currently,  the  committee  is  studying  the  per 
capita  consumption  of  certain  controlled  drugs  in 
our  state.  Raw  data  on  this  subject  must  be  care- 
fully studied,  as  any  large  purchase  of  narcotics  by 
the  Medical  Center  of  Delaware,  which  has  an  ex- 
tremely large  oncology  service,  can  be  misleading 
as  to  average  consumption  in  our  state. 

John  M.  Levinson,  M.D. 

Chairman 

(The  report  was  filed.) 

PHYSICIANS'  HEALTH  COMMITTEE 

The  Physicians’  Health  Committee  held  quarterly 
meetings  to  review  progress  of  the  impaired  physi- 
cians followed  by  the  committee  and  to  discuss 
other  matters  pertaining  to  physicians’  health. 

During  the  past  year,  five  cases  were  reported 
to  the  committee.  After  preliminary  investigation, 
three  were  not  considered  impaired.  The  other 
two  did  show  justification  for  intervention.  One,  a 
case  of  dementia,  is  in  treatment  and  has  discon- 
tinued practice.  The  other  involved  a case  of 
poor  practice  judgment.  Psychiatric  therapy  was 
started,  and  the  physician  is  doing  well  and  con- 
tinues to  practice. 

Five  other  cases  from  prior  years  continue  on 


the  active  case  list.  With  loss  of  license,  a case 
involving  drug  use  was  finally  resolved  and  is  now 
on  inactive  status. 

As  proposed  in  last  year’s  report,  the  committee 
asked  that  a resident  be  invited  to  become  a mem- 
ber. However,  membership  was  denied  by  the 
Board  of  Trustees.  We  would  like  to  again  pro- 
pose adding  a resident,  feeling  it  would  be  a good 
link  between  potential  and  present  Society  mem- 
bers as  well  as  influencing  resident  health  matters. 
Membership  was  also  considered  for  individuals 
other  than  physicians  but  was  rejected. 

A luncheon  for  the  incoming  residents  was  held 
at  the  Christiana  Division.  This  is  an  annual  aflFair 
sponsored  by  the  State  Medical  Society  and  hosted 
by  the  Physicians’  Health  Committee.  It  is  recom- 
mended that  in  the  future  this  luncheon  be  held 
at  the  Academy  with  the  Society’s  president  as 
co-host. 

To  heighten  membership  awareness  of  the  work- 
ings of  the  Physicians’  Health  Committee,  Dr.  Wil- 
liam Farley  has  been  invited  to  speak  to  the  dele- 
gates during  the  Annual  Meeting.  Dr.  Farley  has 
been  active  in  Georgia’s  impaired  physicians’  pro- 
gram and  is  well  qualified  to  speak  on  the  subject. 

Joseph  E.  DeLaurentis,  M.D. 

Chairman 
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(The  report  was  filed  with  compliments  to  Dr. 
DeLaurentis  and  his  committee  for  selecting  Dr. 
Farley  as  the  speaker  for  the  House  of  Delegates’ 
Breakfast  Meeting  and  the  recommendation  that  the 
Board  of  Trustees  re-consider  its  action  regarding 
including  a resident  on  the  committee.) 

PRISON  HEALTH  CARE  COMMITTEE 

During  the  past  year,  the  Prison  Health  Care 
Committee  has  continued  its  efforts  to  assure  that 
health  care  provided  in  the  penal  institutions  of 
Delaware  is  equivalent  to  that  available  in  our  com- 
munities. 

Late  last  year,  at  the  urging  of  this  committee, 
the  Department  of  Corrections  contracted  with  the 
National  Commission  on  Correctional  Health  Care 
to  review  the  entire  prison  health  care  system  in 
the  state.  The  results  of  that  study  indicated  seri- 
ous deficiencies  in  the  system,  and  in  April  1985 
the  Department  of  Corrections  decided  not  to  renew 
its  contract  with  Basil  Health  Systems. 

Recognizing  that  high  quality  care  in  our  penal 
institutions  could  best  be  supplied  by  those  already 
providing  that  type  of  care  in  the  community,  the 
Medical  Society  of  Delaware  joined  with  Kent  Gen- 
eral Hospital  to  form  a prison  health  service  organi- 


zation and  submitted  a bid  to  the  Department  of 
Corrections  to  provide  these  services. 

In  July  1985,  however,  the  State  awarded  the 
contract  to  Correctional  Medical  Systems  of  St. 
Louis,  Missouri,  the  largest  correctional  health  care 
provider  in  the  country. 

It  is  the  understanding  of  this  committee  that  the 
deficiencies  cited  by  the  National  Commission  on 
Correctional  Health  Care  will  be  remedied  by  this 
new  provider.  It  is  also  felt  by  the  committee  that 
the  best  way  to  determine  if  these  corrections  are 
made,  and  to  assure  ongoing  continued  compliance 
would  be  by  periodic  reviews  of  the  system  by  the 
National  Commission  for  Correctional  Health  Care. 
During  the  upcoming  year,  this  committee  plans  to 
continue  to  pursue  this  objective. 

John  C.  Sewell,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation 
that  the  Medical  Society  of  Delaware,  through  this 
committee,  encourage  hospitals  to  revise  their  ad- 
mission procedures  and  policies  regarding  the  treat- 
ment of  prisoners  so  that  aU  non-profit  hospitals  in 
Delaware  would  be  engaged  in  the  treatment  of 
prison  inmates.) 
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PUBLIC  RELATIONS  COMMITTEE 

The  Public  Relations  Committee  did  not  have  any 
formal  meetings  this  year.  However,  the  chairman 
of  the  committee  did  serve  as  a resource  to  repre- 
sentatives of  the  area  media  on  a variety  of  topics 
throughout  the  year. 

A meeting  of  the  School  Health  Committee  of  the 
Medical  Society  of  Delaware  was  held  with  repre- 
sentatives of  the  area  media  in  attendance.  This 
was  a most  successful  meeting  since  it  demonstrated 
how  the  Society  assists  the  State  in  formulating 
health  policy.  This  represents  a new  format  of 
media  exposure  for  the  Society  and  the  profession, 
and  one  that  allows  an  appreciation  of  the  many 
.community  services  which  physicians  and  the  So- 
ciety render. 

The  Society’s  Medical  Explorer  Program  is  now 
in  its  18th  year.  Last  year  about  one  hundred  high 
school  students  participated.  Physicians  speaking 
to  the  eroup  included:  Ali  Z.  Hameli,  M.D.,  David 
A.  Levitsky,  M.D.,  E.  Wavne  Martz,  M.D.,  Craig 
D.  Morgan,  M.D.,  Dewey  A.  Nelson,  M.D.,  Eric 
lay  Oliet,  M.D.,  Charles  Ivan  Scott,  Jr.,  M.D., 
Diana  Dickson-Witmer.  M.D.,  and  Medical  Center 
of  Delaware  resident,  Russell  Woglom,  M.D. 

Stephen  R.  Permut,  M.D. 

Chairman 

(The  report  was  filed  with  the  recommendation 
that  more  contact  with  the  media  would  be  of  bene- 
fit and  the  suggestion  that  the  Society  work  with 
the  Academy  of  Medicine  to  present  informative 
meetings  to  segments  of  the  population,  including 
busine.ss  groups.) 

SCHOOL  HEALTH  COMMIHEE 

The  School  Health  Committee  met  only  one  time 
during  the  past  year,  on  October  1,  1985.  At  that 
meeting  three  items  came  to  the  attention  of  the 
committee,  one  of  which  was  new  and  involves  con- 
siderable controversy. 

The  first  issue  related  to  seat  belts  in  school  buses. 
It  was  brought  out  that  there  are  a number  of  issues 
here:  discipline  on  buses,  inherent  safety  of  vehicles, 
training  of  drivers,  and  the  practice  of  unsafe  “tan- 
dem” driving. 

The  issue  of  seat  belts  is  of  concern  due  to  the 
legislation  now  pending  in  the  General  Assembly. 
Some  school  officials  and  national  transportation 
officials  have  been  opposed  to  seat  belts  on  school 
buses  for  stated  reasons  of  cost,  efficacy,  etc.  The 
committee  proposed  that  the  Board  of  Trustees  make 
its  support  known  for  a requirement  that  all  newly 
purchased  buses  be  required  to  have  seat  belts. 

The  second  issue  related  to  admission  of  children 
with  AIDS/ARC  to  schools.  The  schools  have  not 


yet  been  confronted  with  this  issue  but  may  in  the 
future,  and  policy  and  guidelines  should  be  pre- 
pared. 

The  committee  reviewed  a draft  document  of  the 
State  School  Health  Advisory  Committee  and  recom- 
mendations from  the  Centers  for  Disease  Control. 
The  School  Health  Committee  revised  the  draft 
policy  and  approved  a motion  to  send  it  to  the  Board 
of  Trustees  with  the  recommendation  that  the  re- 
vised policy  be  adopted  and  the  State  School  Board 
notified  of  this  endorsement. 

The  third  item  concerned  problems  with  sports 
physicals.  The  committee  agreed  to  reconsider  the 
sports  physical  form  and  recommendations  at  the 
next  meeting. 

It  is  recommended  that  in  the  coming  year  the 
committee  follow  and  monitor  progress  in  the  fol- 
lowing areas:  1)  AIDS/ARC  developments;  2) 

Other  safety  issues  involved  with  busing;  3)  Sick 
children  in  day-care  settings;  and  4)  Adolescent 
health  care  in  schools/adolescent  pregnancies/drug 
abuse. 

Lyman  J.  Olsen,  M.D. 

Chairman 

(The  report  was  adopted.) 
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SPECIALTY  SOCIETIES  COJWMITTEE 

Reports  from  the  specialty  society  liaisons  were 
requested  for  inclusion  in  the  House  of  Delegates 
book. 

It  is  always  expected  that  there  will  be  interests 
and  issues  of  concern  that  are  unique  and  specific 
to  each  specialty  society,  and  certainly  some  of  the 
reports  indicate  that  this  individuality  continues  to 
thrive.  However,  this  year’s  reports  indicate  that 
the  specialty  societies  share  some  of  the  same  im- 
portant concerns. 

The  issue  that  attracted  the  most  attention  of  spe- 
cialty societies  was  that  of  alternative  care  methods. 
In  spite  of  intensive  efforts  by  the  societies  to  pro- 
vide material  to  help  their  members  make  informed 
decisions  regarding  IPAs,  there  continues  to  be  con- 
cern and  divided  attitudes  toward  alternative  care. 
There  is  also  great  concern  among  many  of  the 
specialty  societies  regarding  the  increased  number 
and  cost  of  liability  suits  as  well  as  the  cost  and 
availability  of  insurance. 

It  is  interesting  to  note  that  many  of  the  current 
important  issues  of  the  specialty  societies  are  those 
of  Medicine  in  general.  Although  the  specialty 
societies  continue  to  be  of  great  value  to  their  mem- 
bers, their  current  common  problems  emphasize  the 
importance  of  the  close  relationship  enjoyed  by  the 
specialty  societies  and  the  Medical  Society  of  Dela- 
ware. 

The  reports  submitted  from  the  various  specialty 
societies  follow. 

Daniel  A.  Alvarez,  M.D. 

Chairman 

(The  report  was  filed.) 

Delaware  Academy  of  Dermatologists 

The  dermatologists  in  Delaware  have  as  their 
prime  concern  the  multiple  medical  delivery  systems 
that  have  inundated  our  state  in  the  last  year.  Our 
prime  concern  is  the  fact  that  most  of  these  new 
delivery  systems  utilize  the  “gatekeeper”  philosophy 
of  medicine.  When  one  ties  the  “gatekeeper  phi- 
losophy” in  with  the  fact  that  in  many  cases  referral 
to  a specialist  is  equivalent  to  a financial  loss  on 
the  part  of  a primary  care  physician,  then  I think 
one  is  treading  on  thin  ice.  The  thin  ice  is  the 
patient’s  risk  of  not  receiving  optimum  medical  care. 
Never  before  has  the  dollar  been  a factor  in  the 
primary  care  physician’s  decision  as  to  whether  or 
not  a certain  condition  would  be  best  handled  by 
a specialist.  This  could  tend  to  lead  to  procrastina- 
tion and  the  referral  of  patients  who  have  conditions 
which  may  be  much  more  severe  at  the  time  of 
referral  than  if  they  had  been  referred  earlier  and 
received  prompt  therapy. 

Another  concern  that  we  have  in  regard  to  these 


new  forms  of  delivery  systems  is  the  fact  that  we 
are  asked  to  provide  cut-rate  medicine,  i.e.,  that  our 
fees  be  pared  in  order  to  enter  into  these  delivery 
systems  or  that  a percentage  of  our  fee  be  held  in 
escrow.  I don’t  think  that  my  staff,  my  suppliers 
or  the  Federal  Government  would  allow  me  to  hold 
salaries,  payments  for  supplies,  or  taxes  in  escrow. 

The  future  looks  uncertain  and  the  only  thing 
I can  hope  for  is  that  we,  as  physicians,  can  band 
together  and  not  be  stampeded  into  selling  our  ser- 
vices at  bargain  counter  prices.  Without  OUR 
services,  none  of  these  “new  forms  of  medical  care 
delivery  systems”  can  survive. 

Donald  Schetman,  M.D. 
Delaware  Society  of  Nuclear  Medicine 

The  major  interest  of  the  Delaware  Society  of 
Nuclear  Medicine  at  the  present  time  is  with  the 
low-level  waste  disposal  compacts  that  are  to  be 
established  throughout  the  United  States.  Because 
of  the  three  disposal  sites  in  the  United  States  that 
were  being  overloaded  with  radioactive  material  in 
the  low-level  category,  the  government  proposed 
that  groups  of  states  get  together  to  plan  their  own 
low-level  waste  sites  and  then  cooperate  among  each 
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other  about  the  disposal  of  their  indigenous  waste 
in  those  particular  areas.  As  you  can  imagine,  there 
has  been  a great  deal  of  difficulty,  and  the  1986 
deadline  for  the  federal  regulation  is  obviously 
going  to  come  and  go  without  much  being  accom- 
plished. A deadline  of  1990  has  now  been  estab- 
lished, and  it  is  hoped  that  the  states  will  develop 
meaningful  programs  by  that  time.  The  state  of 
Delaware  is  tentatively  incorporated  in  the  northeast 
compact  group  of  states,  and  the  compact  for  the 
northeast  has  tentatively  been  agreed  upon  by  most 
of  the  participants.  We  will  be  watching  these 
events  with  extreme  interest  because  they  are  a vital 
necessity  to  continue  the  field  of  Nuclear  Medicine. 

Robert  L.  Meckelnburg,  M.D. 
Delaware  Society  of  Internal  Medicine 

The  past  year  has  been  a busy  one  for  the  Dela- 
ware Society  of  Internal  Medicine.  The  Society 
has  attempted  to  keep  its  membership  informed  of 
developments  relating  to  HMDs,  IPAs,  and  PPOs 
and  has  actively  promoted  involvement  by  internists 
in  negotiations  with  the  groups  developing  these 
alternative  methods  of  health  care  delivery.  Newly 
organized  this  year,  since  styles  of  practice  are  vari- 
able even  within  our  speeialty  of  internal  medicine, 
are  the  DSIM  subspecialty  caucus,  chaired  by  Dr. 
Stephen  Grubbs,  and  the  DSIM  general  internists’ 
caueus,  chaired  by  Dr.  Fred  Davis. 

On  May  23,  1985,  the  Delaware  Society  of  In- 
ternal Medicine  sponsored  a “Physician  Contracting 
Seminar”  at  the  Delaware  Academy  of  Medicine. 
The  purpose  of  the  seminar  was  to  discuss  IPAs, 
HMOs,  PPOs,  and  the  problems  and  pitfalls  of  phy- 
sicians contracting  with  third-party  carriers.  Twenty- 
nine  physicians  attended  and  were  given  a wealth 
of  information  about  reading  and  interpreting  con- 
tracts and  federal  antitrust  guidelines  by  representa- 
tives of  a Washington,  D.C.,  law  firm  and  ASIM 
staff.  The  consensus  of  the  meeting  was  that  a 
physician  should  not  rush  into  signing  a contract 
and  that  the  contract’s  full  implications  should  be 
understood. 

DSIM’s  Annual  Business  Meeting  has  been  sehed- 
uled  for  Thursday  evening,  November  14th,  at  the 
Delaware  Academy  of  Medicine  and  will  include 
dinner  and  a speaker  from  ASIM. 

Janet  P.  Kramer,  M.D. 
Delaware  Occupational  Medical  Association 

The  Delaware  Occupational  Medical  Association 
plans  to  cooperate  with  the  Medical  Society  of  Dela- 
ware in  sponsoring  an  issue  of  the  Delaware  Medical 
Journal  devoted  to  topics  in  occupational  medicine. 
This  issue  will  be  published  in  March  1986.  The 
Delaware  Occupational  Medical  Association,  at  their 
last  meeting  on  September  19,  1985,  approved  a 


proposal  by  Dr.  William  L.  Sprout  to  pay  $500  for 
sponsoring  the  cover  page  ( depicting  an  industrial ! 
scene)  of  the  March  1986  issue  of  the  Journal. 

Other  activities  of  the  Delaware  Occupational 
Medical  Association  this  year  consisted  of  four  edu- 
cational meetings  throughout  the  year  on  the  sub- 
jects of  Ergonomics,  Biologic  Monitoring,  Wellness 
Programs,  and  Diseases  of  the  Eyes  in  an  Industrial  I 
Setting. 

Evan  D.  Riehl,  M.D. 
Delaware  Academy  of  Ophthalmology 

The  past  year  has  been  an  active  one  for  the 
Delaware  Academy  of  Ophthalmology.  Much  of : 
our  time  has  been  directed  to  two  current  issues ; 
causing  some  concern  among  the  membership. 

The  first  issue  concerns  our  role  as  ophthalmolo- 
gists in  the  delivery  of  health  care  in  the  new  and ' 
changing  environment  of  third  party  providers. 
Whether  we  should  present  a unified  front  to  sev- 
eral of  these  proposed  carriers  or  whether  the  mem- 
bers individually  should  make  their  own  arrange- 
ments has  been  a matter  of  discussion.  We  have 
already  and  are  still  investigating  the  legal  ramifica- 
tions of  this  issue. 

The  second  concern  which  has  occupied  our  time 
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is  the  increasing  need  for  political  input  on  our  part 
at  a state  level.  This  may  be  important  as  organized 
Optometry  becomes  more  aggressive  nationally  as 
well  as  locally  and  pushes  for  more  authority  and 
autonomy  in  the  delivery  of  eye  care,  not  just  re- 
fractive but  medical  and  therapeutic  as  well.  In 
a recent  meeting,  those  members  present  voted  to 
form  an  Eye  Pac,  and  we  will  shortly  be  consulting 
with  members  of  the  American  Academy  of  Ophthal- 
mology in  this  endeavor. 

The  year  ahead  of  us  offers  much  work  and  chal- 
lenge, which  we  intend  to  meet. 

Gregory  D.  Hall,  M.D. 

Delaware  Pathology  Society 

I am  writing  you  regarding  your  request  for  spe- 
cial issues  and  concerns  of  the  specialty  societies. 
The  Health  Care  Financing  Administration  has  re- 
cently issued  RFP-CHFA-85-047/CP  for  “Demon- 
stration and  Evaluation  of  Competitive  Bidding  as 
Method  of  Purchasing  Clinical  Laboratory  Services.” 
The  RFP  seeks  proposals  for  a demonstration  pro- 
ject involving  competitive  bidding  for  certain  clinical 
laboratory  services  performed  for  Medicare  bene- 
ficiaries. We  feel  this  measure  would  have  a drastic 
impact  on  Delaware’s  economy  and  have  written 
to  Senator  William  Roth  to  express  our  concerns. 
These  concerns  relate  to  the  proposed  scope  of  the 
RFP  and  the  adverse  impact  that  the  implementa- 
tion of  this  Demonstration  Project  would  have  on 
both  providers  and  beneficiaries  of  laboratory  ser- 
vices. We  in  the  State  of  Delaware,  because  of  our 
small  size,  would  be  at  a great  disadvantage  in  the 
competitive  bidding.  It  is  likely  that  no  indepen- 
dent laboratory  would  survive  in  the  State  of  Dela- 
ware. The  economic  impact  would  be  devastating; 
employees  of  hospital,  independent,  and  physicians’ 
office  laboratories  would  be  unemployed.  People 
requiring  laboratory  services  would  be  greatly  in- 
convenienced, especially  senior  citizens  and  those 
in  areas  remote  to  a laboratory. 

The  Delaware  Pathology  Society  requests  that  the 
State  Medical  Society  also  contact  Senator  Roth  to 
inform  him  of  the  potentially  disastrous  results  of 
this  measure. 

Allen  W.  Levy,  D.O. 
Delaware  Society  of  Obstetrics-Gynecology 

The  OB-GYN  Society  of  Delaware  had  four  meet- 
ings the  past  year.  One  of  the  topics  discussed  was 
the  Diamond  State  IPA.  During  this  meeting  a 
member  of  the  Diamond  State  IPA  Board  of  Direc- 
tors was  invited  to  discuss  the  IPA  and  its  eflFect 
on  our  specialty.  Several  questions  were  answered 
and  many  of  our  concerns  were  addressed.  As  a 
result,  any  woman  who  joins  any  Diamond  State 
IPA  sponsored  health  plan  will  have  a choice  of 


her  own  OB-GYN  who  is  a member  of  the  IPA,  as 
well  as  a primary  care  physician.  The  threat  of 
losing  our  patients  has  been  alleviated  by  this  policy. 

One  of  our  meetings  featured  a panel  discussion 
concerning  the  feasibility  of  establishing  a review 
panel  for  OB-GYN  malpractice  cases.  Discussers 
included  a member  of  the  orthopedic  specialty,  who 
reviewed  for  us  the  experience  of  their  malpractice 
review  panel;  a member  of  the  legal  profession  who 
gave  us  his  opinion  from  a plaintiff  lawyer’s  point 
of  view;  and  two  members  of  our  specialty,  who 
discuss  the  pros  and  cons  of  establishing  such  a 
panel.  To  date,  the  OB-GYN  society  will  accept 
for  review  any  case  presented  to  the  executive  com- 
mittee. 

The  topic  that  was  discussed  in  great  length  in- 
volved medical  malpractice  as  well  as  malpractice 
insurance. 

In  one  of  our  meetings,  the  chairman  of  DELPAC 
gave  us  a presentation  about  the  OB-GYN  malprac- 
tice cases  that  PHICO  had  reported  to  the  State 
Medical  Societv.  He  suggested  that  we  as  a spe- 
cialty society  should  look  into  these  cases,  but  our 
request  was  turned  down  by  PHICO  because  these 
cases  are  still  in  litigation. 

As  a follow-up,  our  last  meeting  included  a pres- 
entation by  a physician  from  PHICO  and  by  the 
chairman  of  the  State  Medical  Societv’s  Liability 
Insurance  Committee  concerning  OB-GYN  malprac- 
tice crises  and  how  to  avoid  them.  Present  bv  in- 
vitation was  the  newly  elected  Insurance  Commis- 
sioner. the  Honorable  David  Levinson,  who  gave 
a brief  presentation. 

Members  of  our  specialty  are  well  aware  of  the 
fact  that  malpractice  insurance  coverage  for  OB- 
GYN  has  been  limited  for  the  past  few  years.  Oc- 
currence policies  will  be  a thing  of  the  past.  To 
date,  PHICO  and  St.  Paul’s  are  the  only  two  insur- 
ance carriers  offering  a “claims  made”  policy  to 
OB-GYN’s  in  Delaware.  They  are  also  getting  very 
selective;  some  of  our  members  will  be  turned  down 
when  they  apply.  On  top  of  this,  the  premiums 
have  just  been  raised  bv  34.8%,  effective  October  1, 
1985. 

Availability  as  well  as  affordability  of  malpractice 
insurance  coverage  is  our  utmost  concern.  We  hope 
that  we  could  work  with  the  State  Medical  Society 
in  trving  to  find  a solution  to  this  most  pressing 
problem  facing  the  OB-GYN  specialists. 

Ronaldo  L.  Domingo,  M.D. 
Delaware  Allergy  Society 

At  the  present  time  the  allergy  group  has  not  been 
active  for  several  years.  Our  only  meetings  in  the 
past  year  have  concerned  themslves  with  the  HMOs 
and  IPAs  that  have  recendy  come  to  Delaware.  Our 
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concern  at  these  meetings  has  been  how  to  approach 
these  organizations.  The  group  in  general  has  split 
in  joining  or  abstaining  from  joining  these  organiza- 
tions. 

Our  other  concerns,  of  course,  have  been  the 
general  economic  and  medical-legal  problems  in 
organized  medieine.  It  is  my  personal  feeling  that 
the  approach  to  these  problems  must  be  on  a na- 
tional level  rather  than  on  a local  level. 

Richard  F.  Brams,  M.D. 
Delaware  Society  of  Anesthesiologists 

The  members  of  the  Delaware  Society  of  Anes- 
tliesiologists  view  with  increasing  eoncern,  along 
with  their  colleagues  in  ether  high-risk  specialties, 
the  burgeoning  malpraetiee  liability  problem  which 
has  now  reached  crisis  proportions  in  Delaware. 

The  Society  is  grateful  to  the  Medical  Society  of 
Delaware  in  its  efforts  to  stabilize  the  situation, 
but  agrees  that  long-term  solutions  will  come  only 
when  the  present  tort  sysem  undergoes  suceessful 
radieal  surgery. 

Robert  E.  Heckman,  M.D. 
Delaware  Chapter,  American  College  of  Surgeons 

I have  received  your  letter  regarding  input  from 
the  Delaware  Chapter  American  College  of  Sur- 
geons into  Society  affairs.  The  problems  we  are 
facing  as  surgeons,  such  as  the  malpractice  problem, 
the  split  over  the  IPA  in  Delaware,  overproduction 
of  specialists  in  the  state  etc.,  are  already  well  known 
to  the  State  Medieal  Society.  Therefore,  I would 
inelude  my  statement  by  saying  that  the  problems 
faced  by  those  in  the  American  College  of  Surgeons 
are  those  that  confront  medicine  in  general. 

Mustafa  Oz,  M.D. 

Delaware  Chapter,  American  College  of  Physicians 

During  1984-85  there  were  no  official  meetings 
of  the  Delaware  Chapter  of  the  American  College 
of  Physicians.  The  annual  scientifie  meetings  in 
Mareh  1985  were  held  in  Washington,  D.C.,  a rela- 
tively short  trip  for  most  Delawareans,  and  a number 
of  members  availed  themselves  of  the  opportunity 
to  attend. 

At  the  national  level,  the  American  College  of 
Physicians  has  outgrown  its  quarters  at  4200  Pine 
Street  in  Philadelphia  and  was  looking  for  a loca- 
tion for  a new  national  headquarters.  Wilmington, 
Delaware,  or  more  specifically  the  Stanton-Christiana 
site,  was  one  of  the  three  possibilities  that  came 
down  to  final  consideration.  The  proposed  site  was 
inspected  by  a representative  from  headquarters, 
but  in  the  final  selection  it  was  decided  to  relocate 
closer  to  downtown  Philadelphia. 

The  Advisory  Counsel  met  with  the  Governor  in 


August  1985  and  plans  are  being  made  for  activities 
in  Delaware  during  1985-86. 

E.  Wayne  Martz,  M.D. 
Delaware  Association  of  Neurological  Surgeons 

This  year,  the  Delaware  Association  of  Neuro- 
logical Surgeons  has  been  quite  active.  We  had  a 
“Livio  Olmedo  Memorial  Lecture”  with  a guest 
speaker.  We  arranged  another  Scientific  Meeting 
concomitant  with  the  Annual  Meeting  of  the  State 
Medical  Society  in  November. 

The  issue  of  concern  to  this  special  society  is 
that  the  neurosurgical  care  in  our  community  seems 
not  quite  a referral  service  but  rather  a partial  pri- 
mary care.  We  have  seen  patients  in  the  Emergency 
Room  for  non-emergency  conditions  by  the  order  of 
the  primary  care  physician,  who  asks  for  a neuro- 
surgical consultation  prior  to  the  patient  being  evalu- 
ated by  the  primary  care  physician.  If  this  is  so, 
it  makes  all  of  the  members  of  the  Delaware  Asso- 
ciation of  Neurological  Surgeons  very  hesitant  to 
join  an  IPA  if  the  structure  of  the  IPA  is  based  on 
the  primary  care  physician  who  refers  for  neuro- 
surgery. Yet  if  the  neurosurgeon  is  a primary  care 
member,  then  their  principle  of  organization  does 
not  fit  into  the  neurosurgical  members’  needs. 

We  believe  that  neurosurgical  care  in  the  State 
of  Delaware  is  adequate  at  present.  However,  we 
would  like  to  have  a better  system  of  referral  from 
downstate  hospitals  to  the  Wilmington  area  since 
there  are  no  neurosurgeons  in  Seaford,  Milford,  or 
the  Lewes  area. 

Peter  S.  Huang,  M.D. 

REPORT  OF  THE  NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  was  held 
at  the  Blue  Coat  Inn  in  Dover  on  October  10,  1985, 
to  consider  positions  to  be  filled  for  the  year  No- 
vember 1985  through  November  1986. 

John  H.  Benge,  M.D.,  President-Elect,  1984-1985, 
will  automatically  assume  the  office  of  President. 

Peter  R.  Coggins,  M.D.,  Vice-President,  1984- 
1985,  will  automatically  assume  the  ofiBce  of  Presi- 
dent-Elect. 

The  following  nominations  were  made: 

Vice-President  — James  B.  McClements,  M.D. 
Secretary  — Martin  J.  Cosgrove,  M.D. 

Treasurer  — Ali  Z.  Hameli,  M.D. 

Representative  to  the  Delaware 

Academy  of  Medicine  — Leonard  P.  Lang,  M.D. 

FOR  STANDING  COMMITTEES 
Budget  Committee 

Olin  S.  Allen,  II,  M.D. 
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Daniel  A.  Alvarez,  M.D. 

Bruce  L.  Bolasny,  M.D. 

Peter  R.  Coggins,  M.D. 

Richard  T.  D’Alonzo,  M.D. 

Thomas  E.  Dyer,  M.D. 

Ali  Z.  Hameli,  M.D. 

Christos  S.  Papastavros,  M.D. 

Thomas  C.  Scott,  D.O. 

Thomas  S.  Vates,  Jr.,  M.D. 

Bylaws  Committee 

Rhoslyn  J.  Bishoff,  M.D. 

Jason  L.  Campbell,  M.D. 

William  H.  Duncan,  M.D. 

Vincent  G.  J.  Lobo,  Jr.,  D.O. 

Norman  Taub,  M.D. 

Dene  T.  Walters,  M.D. 

Henri  F.  Wendel,  M.D. 

Medical  Economics  Committee 

Olin  S.  Allen,  II,  M.D. 

Joseph  A.  Arminio,  M.D. 

James  Beebe,  Jr.,  M.D. 

Stephen  Gary  Cooper,  M.D. 

Ben  C.  Corballis,  M.D. 

Martin  J.  Cosgrove,  M.D. 

George  N.  Eriksen,  M.D. 

Charles  Robert  Green,  Jr.,  M.D. 

Robert  E.  Heckman,  M.D. 

Richard  N.  Hindin,  M.D. 

Garth  A.  Koniver,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Bhaskar  S.  Palekar,  M.D. 

Donald  Schetman,  M.D. 

Michael  E.  Stillabower,  M.D. 

Raymond  R.  Strocko,  M.D. 

Charles  W.  Wagner,  M.D. 

Owens  S.  Weaver,  M.D. 

Jay  G.  Weisberg,  M.D. 

Medical  Liability  Insurance  Committee 

Robert  G.  Altschuler,  M.D. 

Daniel  A.  Alvarez,  M.D. 

James  Beebe,  Jr.,  M.D. 

Philip  M.  Blatt,  M.D. 

I.  Favel  Chavin,  M.D. 

Peter  R.  Coggins,  M.D. 

Ben  C.  Corballis,  M.D. 

Harry  M.  Freedman,  M.D. 

L.  Mario  Garcia,  M.D. 

Errol  Ger,  M.D. 

Martin  Gibbs,  M.D. 

Edward  M.  Goldenberg,  M.D. 

Ronald  M.  Goodman,  D.O. 

Charles  Robert  Green,  Jr.,  M.D. 

Ali  Z.  Hameli,  M.D. 

O.  Keith  Hamilton,  M.D. 

Forrest  G.  Hawkins,  M.D. 

Stephen  L.  Hershey,  M.D. 


Joseph  F.  Kestner,  Jr.,  M.D. 

Jeffrey  I.  Komins,  M.D. 

Allan  W.  Levy,  D.O. 

Otto  Raul  Medinilla,  M.D. 

Peter  J.  Mette,  M.D. 

Perry  L.  Mitchell,  M.D. 

Dewey  A.  Nelson,  M.D. 

Peter  B.  Panzer,  M.D. 

Maria  D.  Perez,  M.D. 

Stephen  R.  Permut,  M.D. 

Roger  B.  Rodrigue,  M.D. 

Robert  J.  Scacheri,  M.D. 

Herman  J.  Stein,  M.D. 

J.  Rafael  Yanez,  M.D. 

Arthur  F.  Zimmerman,  M.D. 

Medical  Review  Committee 

Artemio  B.  Aranilla,  M.D. 

Gustave  K.  Berger,  M.D. 

Bruce  L.  Bolasny,  M.D. 

Jason  L.  Campbell,  M.D. 

I.  Favel  Chavin,  M.D. 

Anthony  L.  CucuzzeUa,  M.D. 

Burford  W.  Culpepper,  M.D. 

Fredric  M.  Davis,  D.O. 

Ronaldo  L.  Domingo,  M.D. 

John  J.  Egan,  M.D. 

Edward  M.  Goldenberg,  M.D. 

Ronald  M.  Goodman,  D.O. 

C.  E.  Graybeal,  M.D. 

Charles  Robert  Green,  Jr.,  M.D. 

O.  Keith  Hamilton,  M.D. 

Robert  E.  Heckman,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Alfred  Lazarus,  M.D. 

Robert  N.  Ligo,  M.D. 

Peter  J.  Mette,  M.D. 

Ananth  P.  Nabha,  M.D. 

Mustafa  Oz,  M.D. 

Christos  S.  Papastavros,  M.D. 

Anis  Saliba,  M.D. 

Helen  P.  Ting,  M.D. 

Ilhan  M.  Tuzun,  M.D. 

Emilio  R.  Valdes,  Jr.,  M.D. 

Thomas  S.  Vates,  Jr.,  M.D. 

Christopher  H.  Wendel,  M.D. 

Leslie  W.  Whitney,  M.D. 

Howard  Wilk,  M.D. 

Dennis  R.  Witmer,  M.D. 

Program  Committee 

Steven  L.  Edell,  D.O. 

Lanny  Edelsohn,  M.D. 

Richard  F.  Gordon,  M.D. 

Stephen  Scott  Grubbs,  M.D. 

WiUiam  D.  Johnson,  M.D. 

Herbert  James  Keating,  III,  M.D. 

Lazarus  M.  Kirifides,  D.O. 

E.  Wayne  Martz,  M.D. 
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Venerando  J.  Maximo,  M.D. 

Robert  L.  Meckelnburg,  M.D. 

Roger  B.  Rodrigue,  M.D. 

William  L.  Sprout,  M.D. 

Filomeno  T.  Viloria,  M.D. 

Robert  L.  Wuertz,  M.D. 

Public  and  Professional  Education  Committee 

Raafat  Z.  Abdel-Misih,  M.D. 

Daniel  A.  Alvarez,  M.D. 

-\ugusto  A.  Amurao,  M.D. 

Burton  Aronoff,  M.D. 

Rhoslyn  J.  BishofF,  M.D. 

Habib  Bolourchi,  M.D. 

Elizabeth  Craven,  M.D. 

William  H.  Duncan,  M.D. 

Steven  L.  Edell,  D.O. 

M.  Javed  Gilani,  M.D. 

Edward  M.  Goldenberg,  M.D. 

Mark  J.  Granada,  M.D. 

O.  Keith  Hamilton,  M.D. 

Richard  N.  Hindin,  M.D. 

James  M.  Hofford,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Kyo  A.  Kim,  M.D. 

Francis  A.  Marro,  M.D. 

E.  Wayne  Martz,  M.D. 

Elizabeth  Masten,  M.D. 

Peter  J.  Mette,  M.D. 

Michael  Edward  Norman,  M.D. 

Yogish  A.  Patel,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 

Stephen  R.  Permut,  M.D. 

James  F.  Reamer,  M.D. 

Roger  B.  Rodrigue,  M.D. 

Mansour  Saberi,  M.D. 

Shivdev  Singh,  M.D. 

Brian  F.  Smale,  M.D. 

Jane  C.  Straughn,  M.D. 

Filomeno  T.  Viloria,  M.D. 

Dene  T.  Walters,  M.D. 

John  S.  Wills,  M.D. 

Richard  Winkelmayer,  M.D. 

Public  Laws  Committee 

Rhoslyn  J.  BishofF,  M.D. 

Leroy  B.  Buckler,  M.D. 

V.  Terrell  Davis,  M.D. 

C.  Royer  Donoho,  Sr.,  M.D. 

William  H.  Duncan,  M.D. 

Paul  F.  Emery,  M.D. 

J.  Robert  Fox,  M.D. 

Edward  F.  Gliwa,  M.D. 

Ali  Z.  Hameli,  M.D. 

Robert  E.  Heckman,  M.D. 

Edward  L.  Jiloca,  M.D. 

W.  L.  MacKenzie  King,  M.D. 

JefFry  I.  Komins,  M.D. 

Joseph  A.  Kuhn,  M.D. 


Vhncent  G.  J.  Lobo,  Jr.,  D.O. 

Howard  Lovett,  M.D. 

Otto  Raul  Medinilla,  M.D. 

Allston  J.  Morris,  M.D. 

Eric  J.  Oliet,  M.D. 

Lyman  J.  Olsen,  M.D. 

David  E.  Ra.skin,  M.D. 

Philip  L.  Rothbart,  M.D. 

Gerald  J.  Savage,  M.D. 

Stephen  Schlesinger,  M.D. 

Raymond  R.  Strocko,  M.D. 

Henry  H.  Stroud,  M.D. 

Ilona  T.  Szucs,  M.D. 

Sarabeth  Walker,  M.D. 

Newell  R.  Washburn,  M.D. 

Owens  S.  Weaver,  M.D. 

Publication  Committee 

Martin  J.  Cosgrove,  M.D. 

Stephen  H.  Franklin,  M.D. 

William  J.  Holloway,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

Robert  C.  Knowles,  M.D. 

E.  Wayne  Martz,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 

James  H.  Newman,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 

P.  John  Pegg,  M.D. 

William  A.  Taylor,  M.D. 

John  S.  Wills,  M.D. 

Delegate— American  Medical  Association 

(term  to  expire  12-31-87) 

Roger  B.  Thomas,  Jr.,  M.D. 

Alternate  Delegate— American  Medical 
Association 

(term  to  expire  12-31-87) 

Anthony  L.  Cucuzzella,  M.D. 

Judicial  Council 

C.  E.  Graybeal,  M.D.  — three-year  term 
Charles  L.  Minor,  M.D.  — three-year  term 

Board  of  Medical  Practice 

Kent  County 

Brian  Benson,  Jr.,  M.D. 

Bruce  L.  Bolasny,  M.D. 

Jeffrey  L.  Chait,  M.D. 

John  A.  Forest,  Jr.,  M.D. 

Rafael  A.  Zaragoza,  M.D. 

New  Castle  County 

I.  Favel  Chavin,  M.D. 

JefFry  I.  Komins,  M.D. 

Maurice  Liebesman,  M.D. 

G.  Dean  MacEwen,  M.D. 

Roger  Charles  Stevenson,  M.D. 
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New  Casde  County 

Anthony  L.  Cucuzzella,  M.D. 

Joseph  E.  DeLaurentis,  M.D. 

Robert  C.  Meckelnburg,  M.D. 

Peter  J.  Mette,  M.D. 

Raymond  R.  Noble,  M.D. 

John  H.  Benge,  M.D. 

Chairman 
Jeffrey  L.  Chait,  M.D. 

Richard  B.  Crabb,  M.D. 

Richard  F.  Gordon,  M.D. 

Joseph  F.  Kestner,  Jr.,  M.D. 

REPORTS  OF  LIAISONS  AND 
REPRESENTATIVES 

AMERICAN  CANCER  SOCIETY 

Because  of  representation  from  medical  profes- 
sionals and  laypersons  in  policy-making,  the  activi- 
ties, policies  and  programs  of  the  American  Cancer 
Society  are  reported  to  the  membership  of  the 
Delaware  Medical  Society. 

One  critical  problem  that  continues  to  face  the 
ACS  in  Delaware  is  the  delivery  of  timely,  useful, 
and  appropriate  professional  information  and  edu- 
cation to  physicians  in  our  state. 

In  an  effort  to  carry  out  this  aspect  of  the  Society’s 
cancer  control  responsibility,  it  is  imperative  that 
the  ACS  have  the  active  involvement  of  members 
of  the  Medical  Society  of  Delaware.  Members  of 
the  Medical  Society  can  assist  in  defining  the  pro- 
gram directions  of  the  ACS  and  assist  the  ACS  to 
implement  the  following  specific  objectives. 

1.  Utilize  existing  forums  to  implement  ACS 
Professional  Education  programs  by  develop- 
ing a relationship  with  the  members  plan- 
ning the  Medical  Society  programs. 

2.  Provide  hospital  medical  libraries  with  films 
and  materials. 

3.  Keep  hospital  liaison  representatives  cur- 
rent with  ACS  materials. 

4.  Work  with  representatives  within  each  of  the 
following  groups  to  identify  at  least  one 
program  for  each  professional  group:  phy- 
sicians, nurses,  social  workers,  pharmacists, 
clergy,  and  dentists. 

5.  Provide  programs  regarding  colorectal 
health  check  for  primary  care  physicians. 

Patient  service  is  a major  component  of  the  ACS 
program.  It  is  surpassed  only  by  Public  Education 
in  total  expense  and  scope.  During  the  1984-85 
Program  Year  a total  of  1,008  cancer  patients  were 


helped  as  follows: 

Information  and  Guidance  1,008 

Transportation  to  treatment  278 

Home  Care  Services  41 


Gift  and  Loan  Closet  331 

Medications  267 

Laboratory  Tests  15 

Dressings  24 

Mastectomy  Rehabilitation  205 

Laryngectomy  Rehabilitation  3 

Ostomy  Rehabilitation  7 

Other  Patient  Education  and 

Rehabilitation  580 


Timothy  F.  Wozniak,  M.D. 

Liaison 

(The  report  was  filed  with  the  recommendation 
that  the  liaison  representative  emphasize  to  the 
ACS  Board  the  need  for  increased  public  education 
concerning  quack  cancer  cures.) 

AMERICAN  DIABETES  ASSOCIATION 
DELAWARE  AFFILIATE,  INC. 

The  fiscal  year,  July  1,  1984,  to  June  30,  1985, 
has  been  a period  of  rapid  change  and  expansion 
for  the  Delaware  Affiliate,  Inc.,  of  the  American 
Diabetes  Association. 

During  the  summer  and  fall  months  we  conducted 
a search  for  a new  Executive  Director.  This  search 
ended  in  November  with  the  employment  of  John 
LaRosch.  Together,  our  team  of  volunteers  and 
staff  have  developed  programs  and  services  in  ex- 
panding numbers  to  serve  the  community. 

Our  detection  program,  with  its  network  of  18 
testing  locations  statewide,  has  given  more  than 
2,000  screenings  free  to  adults  throughout  Dela- 
ware. 

Our  education  program  saw  us  actively  involved 
in  public  seminars  and  addresses  to  civic  and  social 
clubs  throughout  Delaware.  Thanks  to  the  gener- 
ous contributions  received  from  civic  clubs  and  the 
Wilmington  Flower  Market,  we  were  able  to  send 
10  children  to  summer  resident  camp,  where  they 
learned  to  live  with  and  manage  their  diabetes. 
During  the  spring,  two  of  our  youth  leaders  attended 
the  national  ADA  Youth  Leadership  Conference  in 
Washington. 

Through  fund  raising  we  have  been  able  to  con- 
tribute money  to  be  used  in  the  national  research 
program,  which  is  actively  seeking  a cure  and  pre- 
ventative for  diabetes. 

Our  quarterly  newsletter  has  been  growing  in 
both  news  content  and  advertising  support  and  now 
goes  to  approximately  1,500  individuals  and  busi- 
nesses. 

By  the  end  of  our  fiscal  year.  Affiliate  membership 
stood  at  649  members,  a record  for  us.  Of  this 
total,  however,  only  seven  were  from  the  medical 
profession,  a very  disappointing  participation,  which 
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has  hampered  our  ability  to  plan  and  present  pro- 
fessional education  programs. 

A highlight  of  the  year  has  been  the  establish- 
ment of  a close  working  relationship  with  the  Visit- 
ing Nurses  Association.  VNA  staff  have  been  active 
in  conducting  screenings  in  shopping  malls  and 
senior  centers.  Through  their  help,  the  ADA  is  able 
to  deliver  its  screening  program  into  the  homes  of 
the  needy  and  elderly. 

The  coming  year  promises  to  be  our  biggest  in 
history.  Expansion  of  services  to  Kent  and  Sussex 
counties  is  a chief  goal.  In  addition,  we  plan  a more 
active  program  of  education  for  children  and  for 
the  families  of  diabetic  children. 

With  the  active  help  of  the  medical  profession, 
we  will  be  able  to  continue  the  growth  which  has 
been  started  and  to  expand  to  meet  the  needs  of 
the  estimated  31,650  diabetics  in  Delaware. 

Grafton  D.  Reeves,  M.D. 

Liaison 

(The  report  was  filed.) 

AMERICAN  HEART  ASSOCIATION  OF 
DELAWARE,  INC. 

The  following  represents  the  American  Heart 
Association  of  Delaware’s  report  to  the  Medical  So- 
ciety. 

Research:  The  AHA  of  Delaware  continues  to  ex- 
pand its  local  research  support.  $95,105  was  ex- 
pended in  grant-in-aid  to  11  area  research  investi- 
gators this  year. 

Public  Health  Education:  This  past  year,  through 
our  community  programs,  we  had  nearly  50,000 
contacts  with  Delawareans  from  ages  4 to  74. 

Our  public  education  and  community  service  pro- 
grams were  conducted  for  schools,  clubs,  organiza- 
tions of  every  description,  and  for  businesses  and 
their  employees.  Literature  on  topics  ranging  from 
diet  to  cardiac  rehabilitation  was  requested  in 
amounts  exceeding  50,000  items.  Display  boards 
and  free  literature  on  a variety  of  cardiovascular 
topics  were  delivered  to  40  physician’s  offices. 
1,254  pieces  of  information  for  low  sodium  and  low 
cholesterol  diets  available  only  with  physician  en- 
dorsement were  forwarded  to  261  patients. 

Films  and  slide  programs  on  a wide  variety  of 
topics  are  distributed  statewide  upon  request.  Over 
40  professionally  produced  films  are  presently  avail- 
able for  community  use.  A film  catalog  was  de- 
veloped and  mailed  to  280  public  and  private  schools 
in  Delaware  at  the  beginning  of  the  school  year. 

Financial  support  is  also  provided  to  Tel  Med, 
a service  of  the  Academy  of  Medicine.  Approxi- 
mately 600  calls  are  recorded  per  month  requesting 
information  on  cardiovascular  disease. 


Emergency  Cardiac  Care:  Six  hundred  Basic  Life 
Support  Instructors  trained  nearly  12,000  Dela- 
wareans in  1222  CPR  classes  throughout  the  state. 
An  additional  268  persons  learned  CPR  through  the 
aid  of  computers  at  the  association’s  offices. 

In  Advanced  Cardiac  Life  Support  AHA  in- 
structed and  certified  24  ACLS  instructors  in  1985. 
Total  number  of  instructors  in  the  state  now  num- 
bers 105.  In  classes  held  at  five  hospitals,  heart 
trained  ACLS  instructors  taught  430  medical  pro- 
fessionals to  administer  Advanced  Life  Support. 

Professional  Education:  Medical  and  related  I 

health  professionals  are  kept  abreast  of  latest  de- 
velopments in  cardiovascular  research  and  treatment 
through  periodic  training  programs  and  publica- 
tions. 

Cardiovascular  Nurses  sponsored  a day-long  semi- 
nar, “Hypertension  Update,”  in  November  to  review 
current  findings  and  recommendations  from  the  • 
Joint  National  Committee  and  to  devise  strategies 
to  affect  behavior  and  lifestyle  changes. 

Medical  newsletters  such  as  Modem  Concepts  of  : 
Cardiovascular  Disease,  Cardiovascular  Research  Re-  i 
port.  Stroke,  and  Cardiovascular  Nursing  provide  ' 
specialized  information  for  medical  professionals.  ' 
In  addition,  90  registered  dietitians  received  new  ; 
materials  on  hyperlipedemia  counseling,  250  den- 
tists received  special  report  brochures  on  the  “Pre-  ■ 
vention  of  Bacterial  Endocarditis,”  and  50  cardiol- 
ogists and  internists  received  BCLS  Manuals  for  , 
physicians. 

Cardiac  Rehabilitation:  AHA’s  services  in  cardiac  ; 
rehabilitation  involve  education  and  support  for 
hospitalized  patients  and  persons  in  the  community 
affected  by  heart  disease.  ' 

The  Patient  Education  Program  uses  videotapes,  ! 
flip  charts,  heart  models,  and  other  teaching  aids 
to  help  cardiac  patients  understand  the  extent  of 
their  illness  and  what  is  needed  for  recovery. 

Cardiac  Support  Groups  meet  frequently  in  each 
county  to  discuss  with  professionals  topics  of  con- 
cern to  cardiac  patients  and  their  families. 

Diet  and  Nutrition:  The  Diet  and  Nutrition  Com- 
mittee has  been  busy  promoting  well-designed  nu-  . 
trition  programs  and  disseminating  information  on 
diet/nutrition  for  the  prevention  of  coronary  artery  ; 
disease.  Two  major  programs  are  the  Culinary 
Heart  Kitchen  Cooking  Course  and  the  Heart 
Healthy  Dining  Restaurant  Program. 

Over  120  home  food  preparers  attended  Culinary 
Hearts  Kitchen  six  session  courses  sponsored  by 
the  Cooperative  Extension  Service  and  learned  ap- 
petizing ways  of  preparing  and  presenting  heart 
healthy  foods  low  in  calories,  fats,  sodium,  and 
cholesterol.  , 
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Several  of  Delaware  premiere  restaurants  are 
; offering  “heart  healthy”  selections  in  accordance  with 
the  dietary  recommendations  of  the  American  Heart 
; Association.  These  restaurants  are:  Wilmington 
Country  Club,  Sheraton  Brandywine  Inn,  and  Hotel 
du  Pont. 

Community  Service:  Speakers  Bureau— An  esti- 
1 mated  1,855  persons  listened  to  heart  volunteers 
j speak  about  heart  disease  and  its  prevention  this 
j past  year.  Thirty-two  programs  were  presented 
covering  CPR,  stroke,  heart  healthy  living,  risk  fac- 
I tors  of  heart  disease,  high  blood  pressure,  heart 
' healthy  lifestyles,  pediatric  CPR,  hypertension,  and 
cardiovascular  risk  reduction. 

' Blood  Pressure  Screenings— 3,000  Delawareans 
were  screened  by  Heart  volunteers  at  70  blood 
: pressure  screening  sites. 

Health  Fairs— The  Heart  Association  exhibited  at 
20  community  health  fairs  during  1984-85  program 
year. 

Heart  At  Work— AHA  developed  a new  program 
designed  to  educate  employees  and  employers  about 
the  impact  of  heart  disease  on  the  nation’s  work 
force.  The  program  promotes  an  in-house  effort 
to  guide  employees  along  a route  of  increased  aware- 
ness and  action  that  will  decrease  risk  of  heart 
disease.  The  program  is  divided  into  five  modules 
which  include  recognition  of  warning  signals,  de- 
velopment of  an  exercise  program,  high  blood  pres- 
sure eontrol,  smoking  cessation,  and  nutrition.  Her- 
cules, Inc.  will  become  the  first  major  corporation 
in  the  state  to  take  advantage  of  the  program. 

On  behalf  of  the  American  Heart  Association  of 
Delaware  I wish  to  thank  the  medical  community 
for  their  continuing  support  of  the  Association  and 
its  many  varied  programs. 

Arthur  W.  Colbourn,  M.D. 

Chairman 

(The  report  was  filed.) 

CONTROLLED  SUBSTANCES  ADVISORY 
COMMITTEE,  STATE  OF  DELAWARE 

Meetings  of  the  Controlled  Substances  Advisory 
Committee  were  held  on  February  20th,  May  15th, 
and  August  7th.  The  subjects  impacting  on  physi- 
cians are  stated  below;  other  items  of  great  concern 
were  discussed  and  given  a hopefully  helpful  re- 
sponse. 

“A  verbal  prescription  for  a controlled  substance 
may  only  be  communicated  to  a pharmacist  by 
the  prescriber.  Prescriptions  for  controlled  sub- 
stances communicated  by  an  employee  or  agent 
of  the  prescriber  are  not  valid.” 

The  above  paragraph  was  the  Controlled  Sub- 
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stances  Advisory  Committee’s  most  controversial 
action  of  1985.  It  is  not  written  in  stone.  Several 
approaches  to  change  or  support  this  action  are 
possible: 

1.  Every  physician  in  Delaware  who  feels  strongly 
about  tbis  subject  can  write  his  pro  or  con  feel- 
lings  to  Lyman  J.  Olsen,  M.D.,  designated  ad- 
ministrator of  the  Delaware  Uniform  Controlled 
Substances  Act,  at  his  office:  The  Division  of 
Public  Health,  Robbins  Building,  802  Silver  Lake 
Boulevard,  Dover,  DE  19901. 

2.  A recommendation  could  be  developed  at  this 
meeting  by  the  House  of  Delegates  for  presenta- 
tion to  Dr.  Olsen. 

3.  Through  the  legal  channels  available,  an  open 
hearing  could  be  requested  on  the  subject. 

Another  concern  of  this  committee  is  how  to 
handle  drug  samples.  It  is  recognized  that  we  all 
receive  samples  from  many  sources.  Detail  rep- 
resentatives of  pharmaceutical  companies,  seminars, 
annual  meetings,  mailings,  visits  to  drug  firms— all 
yield  drug  samples.  This  plethora  of  samples  had 
led  the  Controlled  Substances  Advisory  Committee 
to  suggest  consideration  of  the  following  questions: 
• Do  I have  a use  for  these  samples?  • To  vhom 
should  I give  these  samples?  • Will  they  be  a finan- 
cial help  to  my  patients  in  treatment?  • Will  the 
samples  aid  in  my  patients’  and  my  knowledge 
(uses  and  side  effects)?  • Do  I have  a safe  disposal 
system  for  samples  that  I am  not  able  to  use  or 
that  have  become  outdated?  • Do  I keep  records 
of  controlled  substance  samples  (as  required  by 
state  regulations)  of  should  I refuse  such  samples  in 
the  first  place? 

Having  reviewed  the  above  'questions,  the  Con- 
trolled Substances  Advisory  Committee  suggests 
that  you  accept  those  samples  you  need,  have  in 
mind  patients  who  would  benefit  from  the  samples, 
further  your  patients’  and  your  education  by  appro- 
priate use  of  the  samples,  and  develop  safe  disposal 
methods  for  unused  and  outdated  samples.  If  dis- 
posal is  a problem,  a call  to  the  Office  of  Narcotics 
and  Dangerous  Drugs  in  Dover,  736-4798,  will 
yield  a safe  method  of  disposal. 

At  the  meeting  on  February  20th,  the  committee 
was  asked  to  review  the  DEA’s  “Model  Institution 
Controlled  Substances  Act”  as  well  as  the  situation 
with  controlled  drugs  obtained  by  forgeries  (stolen 
prescriptions  are  a problem.)  Two  committees  were 
formed  to  study  the  Model  Act  and  the  problem 
of  forged  prescriptions. 

The  following  chart  shows  Delaware’s  ranking 
in  the  use  of  some  controlled  substances  (standings 
are  based  on  grams  purchased  per  100,000  popula- 
tion). 

The  change  in  standings  from  22nd  to  2nd  for 
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1/1/ 

- 6/30/84 

1983 

DRUG 

RANK 

GRAMS 

RANK 

GRAMS 

DL  Amphetamine  Base: 

20th 

53.154 

26th 

108.315 

DL  Methamphetamine: 

33rd 

7.987 

39th 

12.832 

Phenmetrazine  Base: 

21st 

101.410 

26th 

264.393 

Pentobarbital: 

18th 

1,410.069 

13th 

3,513.825 

Coeaine: 

2nd 

97.699 

22nd 

150.258 

Oxycodone: 

19th 

406.189 

22nd 

742.870 

Hydromorphone  (Dilaudid): 

4th 

41.747 

11th 

67.403 

cocaine  was  the  result  of  a large  bulk  purchase  by 
the  Medical  Center  of  Delaware. 

Topics  discussed  at  the  May  15th  meeting  in- 
cluded Buprcnorphine,  which  is  now  schedule  V; 
Nubain  abuse  (not  all  hospitals  have  voluntary  con- 
trol of  Nubain),  with  the  promise  of  future  study 
of  scheduling  Nubain  as  a controlled  substance;  and 
the  fact  that  Quaalude  is  no  longer  legally  manu- 
factured. 

A topic  of  discussion  at  the  August  7th  meeting 
was  “designer  drugs,”  which  are  surfacing  as  street 
drugs.  “Designer  drugs”  are  potent,  inexpensive 
compounds  produced  in  clandestine  laboratories. 
They  are  chemically  similar  enough  to  Schedule  I 
or  II  drugs  to  produce  the  same  effects,  yet  different 
enough  to  be  legal.  Traffickers  of  these  specially 
created  recreational  drugs,  such  as  analogs  of  fen- 
tanyl  and  meperidine,  are  not  in  violation  of  the 
Controlled  Substances  Act.  The  AMA  Council  on 
Legislation  has  voted  to  support  congressional  bills 
that  would  make  it  a crime  to  manufacture  or  dis- 
tribute such  designer  drugs.  HR  2977  and  S 1437 
would  close  the  gap  that  currently  exists  between 
the  time  a new  drug  is  developed  and  the  time  that 
the  U.S.  attorney  general  schedules  it  on  an  emer- 
gency basis.  The  proposed  federal  legislation  would 
not  apply  to  legitimate  drug  researchers  or  manu- 
facturers. 

Members  of  the  Controlled  Substances  Advisory 
Committee  are: 

Lyman  J.  Olsen,  M.D.,  Chairman 

Ali  Z.  Hameli,  M.D.,  Vice-Chairman 

Mr.  Martin  Golden,  Secretary 

Janet  Kramer,  M.D. 

Rhoslyn  J.  Bishoff,  M.D. 

Mr.  William  Merritt,  Delaware  Pharamaeeutical 
Society 

James  Goodwill,  III,  D.D.S.,  Delaware  Dental 
Association 

Susan  Kirk-Ryan,  Esquire,  Aattomey  General’s 
Office 

Mario  Pazzaglini,  Ph.D.,  Bureau  of  Alcohol  and 
Drug  Abuse 


Captain  Robert  Shannon,  Delaware  State  Police 

Jane  Taylor,  R.N.,  Delaware  Nurses  Association 

Rhoslyn  J.  Bishoff,  M.D. ' 

Representative  • 

(The  report  was  filed  with  the  recommendation 
that  the  Medical  Society  continue  to  seek  a less 
burdensome  mechanism  to  address  the  problem  of 
verbal  prescriptions  for  controlled  substances.) 

COORDINATING  COUNCIL  FOR  THE 
HANDICAPPED  CHILD  OF  DELAWARE,  INC. 

The  Coordinating  Council  for  the  Handicapped  ' 
Child  of  Delaware  continued  its  involvement  in 
problems  that  affect  children  by  continuing  its  prac- 
tice of  sponsoring  two  meetings  during  the  past 
year.  The  two  conferences  were  related  in  content. 
The  Fall  Conference  topic  was  Preventing  Injuries 
in  Childhood,  and  the  follow-up  Spring  Conference 
was  on  Emergency  Management,  Treatment,  and 
Rehabilitation  of  Childhood  Injuries.  The  Council 
took  note  of  the  fact  that  injuries  and  trauma  are 
the  leading  causes  of  death  from  age  one  to  age  44. 
Both  of  the  conferences  were  structured  for  con- 
tinuing medical  education  credit  for  physicians.  A 
full  schedule  of  exciting  conferences  is  scheduled 
for  next  year,  and  the  Council  is  moving  more  and 
more  into  a mode  of  providing  edueational  programs 
for  agencies  which  serve  children. 

The  Alfred  R.  Shands  Award  was  presented  to 
Mr.  Richard  L.  Connell,  recently  retired  from  the 
Department  of  Publie  Instruction,  for  his  many  years 
of  service  to  the  handicapped  children  of  Delaware. 

The  Shands  Award  has  also  been  given  a per- 
manent site  in  the  Child  Development  Area  of  the 
Alfred  I.  du  Pont  Institute. 

The  Council  suffered  the  loss  of  two  of  its  chair- 
men this  year.  Henry  R.  Cowell,  M.D.,  left  for 
Boston  to  become  editor  of  the  Journal  of  Bone  and 
Joint  Surgery;  then  his  replacement,  Mr.  Lewis  Han- 
kins, succumbed  unexpectedly  of  complications  fol- 
lowing surgery. 
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Nonetheless,  the  Council  remains  strong  and  is 
continuing  to  advocate  for  children  and  promote 
networking  and  coordination  of  resources. 

Lyman  J.  Olsen,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  CHAPTER  ARTHRITIS  FOUNDATION 

The  medical  activities  of  the  Arthritis  Foundation 
in  the  State  of  Delaware  are  carried  out  by  the 
Medical  and  Scientific  Committee,  now  under  the 
, I'hairmanship  of  Dr.  Martin  Glynn  of  the  staff  of 
the  Veterans  Administration  Hospital.  Dr.  Glynn 
is  now  starting  the  first  of  a three-year  responsibility 
as  chairman  of  this  committee.  The  activities  of  this 
I committee  continue  to  include  the  development  of 
continuing  education  programs  for  physicians  and 
nonphysician  health  professionals  regarding  the  diag- 
nosis and  management  of  rheumatic  disease  in  the 
State  of  Delaware.  The  annual  symposium  held  at 
the  Delaware  Academy  of  Medicine  on  the  first 
Tuesday  in  March  of  each  year  will  continue  in 
1986.  The  quarterly  page  in  the  Delaware  Medical 
Journal  providing  succinct  updates  on  specific  topics 
regarding  arthritis  will  be  continued.  Most  recently 
this  feature  has  reviewed  Lyme  disease  and  was 
favorably  reviewed  by  the  Indiana  State  Medical 
Association,  which  asked  permission  to  reproduce 
this  page  in  the  Indiana  Medical  Journal.  The  com- 
mittee is  also  interested  in  exploring  further  out- 
reach programs  in  Kent  and  Sussex  Counties. 

In  concert  with  the  Patient  Services  Committee 
and  Public  Information  Committee  of  the  Arthritis 
Foundation,  the  Medical  and  Scientific  Committee 
continued  to  oversee  the  very  successful  self-help 
courses  and  arthritis  clubs  that  have  benefited  pa- 
tients throughout  the  state.  These  programs  feature 
lay  and  professional  volunteers  who  are  overseen  by 
physicians  on  the  Medical  and  Scientific  Committee. 
An  in-water  exercise  program  for  arthritis  patients 
at  YMCAs  and  JCCs  in  northern  Delaware  has  also 
been  very  successful. 

James  Harvey  Newman,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  EPILEPSY  ASSOCIATION 

Thank  you  for  allowing  the  Delaware  Epilepsy 
Association  to  present  their  activities  to  the  House 
of  Delegates.  It  is  important,  I feel,  for  the  medical 
community  to  be  aware  of  the  activities  of  this  small 
but  active  group  of  people  whose  goals  are  the  fol- 
lowing: 

1)  To  provide  services  and  programs  which 
enable  persons  with  epilepsy  to  realize  their 


personal  and  professional  abilities,  to  develop 
their  maximum  capacity  to  live  independ- 
ently, and  to  contribute  as  citizens. 

2)  To  educate  the  community  about  the  nature 
of  epilepsy  and  its  consequences. 

A group  of  medical  professionals,  nursing  pro- 
fessionals, psychologists,  educators,  people  affected 
by  epilepsy,  and  their  families  have  gathered  to- 
gether in  order  to  form  a support  structure  in  order 
to  help  people  with  the  many  problems  faced  by  this 
symptom.  Unlike  many  other  organizations  that 
have  been  well  established,  one  of  the  major  issues 
with  getting  funding  for  epilepsy  support  is  the 
fact  that  it  is  a “closet  disease.”  When  you  are  not 
having  seizures,  you  seem  perfectly  normal,  and 
most  people  are  reluctant  to  make  their  disability 
public  knowledge.  The  social  and  economic  bar- 
riers rising  from  many  misconceptions  about  seizures 
and  epilepsy  are  still  lurking  in  the  community.  It 
is  these  particular  barriers  that  this  organization 
tries  to  address  by  providing  individual  and  group 
educational  sessions  and  supporting  activities  for  the 
medical  community  to  better  educate  them  about 
the  issues  involved  in  epilepsy. 

The  services  established  include  a school  alert 
program  and  an  adult  education  program  for  groups 
wishing  to  understand  more  about  epilepsy  and  what 
to  do  in  case  seizures  occur,  a counseling  program 
organized  on  a fledgling  basis  in  order  to  help  pay 
for  needed  emotional  counseling  for  those  people 
without  funds,  a consumer  advocate  group,  and 
acting  as  a source  of  a referral  for  pamphlets,  infor- 
mation, and  films  and  individual  counseling.  In  this 
last  year,  over  2,340  contacts  with  individuals  for 
information  referral  were  carried  out.  At  least  350 
people  were  reached  in  seminars  for  educators  and 
the  medical  community,  700  high  school  students, 
445  in  adult  education  programs,  and  180  in  other 
programs  geared  for  different  parts  of  the  popula- 
tion. 

It  is  our  desire  to  let  the  medical  community  be 
aware  of  our  existence.  We  call  on  you  to  contact 
our  organization  for  information  and  supportive  ser- 
vices for  your  patients,  and  hopefully  we  will  be 
able  to  make  a dent  in  the  barriers  that  still  often 
limit  the  full  emotional  development  of  people  suf- 
fering from  epilepsy. 

S.  Charles  Bean,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  INSTITUTE  OF  MEDICAL 
EDUCATION  AND  RESEARCH 
(DIMER) 

In  the  fiscal  year  1984-85,  there  were  a total  of 
67  Delaware  applicants  for  admission  to  Jefferson 
Medical  College  in  the  class  entering  September 
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1985.  This  represents  a 60%  increase  over  the  pre- 
vious year  and  a 29%  increase  over  the  five-year 
average.  Twenty-five  of  these  applicants  were  of- 
fered acceptances  to  Jefferson.  Five  withdrew,  and 
20  were  enrolled  as  freshmen  in  September  1985. 
In  June  1985,  17  Delawareans  were  graduated  from 
Jefferson  with  the  M.D.  degree.  Two  additional 
members  of  this  class  are  expected  to  receive  their 
degrees  in  May  1986.  For  the  year  1984-85,  there 
were  a total  of  78  Delawareans  enrolled  at  Jefferson. 

Tuition  at  Jefferson  for  1984-85  was  increased 
from  $12,100  the  previous  year  to  $13,175.  The 
DIMER  Board  responded  to  this  by  increasing  the 
allocation  to  scholarships  from  $109,300  to  $150,000. 
The  total  funds  appropriated  by  the  General  As- 
sembly for  DIMER  in  1984-85  were  $1,488,400. 
For  fiscal  year  1985-86,  the  appropriation  was  in- 
creased by  approximately  5%  to  $1,565,000. 

In  terms  of  Jefferson  support  for  the  educational 
programs  at  The  Medical  Center  of  Delaware,  there 
were  74  Jefferson  applicants  for  residency  programs 
at  The  Medical  Center,  one-third  of  the  total  gradu- 
ating class.  Of  this  number,  10  were  matched  to 
The  Medical  Center  for  residency.  Three  of  these 
10  were  DIMER  .students. 

Jefferson  continued  to  play  a major  role  in  con- 
tinuing medical  education  in  Delaware,  working 
with  the  Medical  Society  of  Delaware  in  developing 
and  conducting  seminars  in  all  hospitals  in  Kent 
and  Sussex  Counties  and  the  Riverside  Hospital  in 
Wilmington  and  providing  the  accreditation  for  Cate- 
gory I programs  at  The  Medical  Center  and  other 
leading  educational  activities  in  New  Castle  County. 
These  programs,  of  course,  were  self-supporting  and 
not  dependent  on  DIMER  funds. 

In  June  1985,  Dr.  David  Howard  of  Ocean  View, 
Delaware,  completed  three  years  as  President  of 
the  DIMER  Board.  His  leadership  and  wise  counsel 
will  be  sorely  missed.  His  successor  on  the  Board 
has  not  yet  been  named  by  Governor  Castle.  To 
succeed  him  as  President,  the  DIMER  Board  se- 
lected Dr.  Stephen  Hershey,  prominent  New  Castle 
County  orthopedist. 

E.  Wayne  Mabtz,  M.D. 

Liaison 

(The  report  was  filed  with  the  recommendation 
that  DIMER  re-educate  the  physicians  as  to  the 
purpose  and  mechanisms  of  the  program.) 

DELAWARE  LUNG  ASSOCIATION 

The  Delaware  Lung  Association  has  been  active 
during  the  1984-85  year.  Programs  continue  to 
grow.  The  Delaware  Lung  Association  concentrated 
on  five  program  areas:  Smoking,  School  Health, 
Pediatric  Lung  Disease,  Adult  Lung  Disease,  and 
Environmental/Occupational  Health. 


HEALTH  CARE  PERSONNEL 
CONSULTING  . . . 

PHYSICIAN  PRACTICE 

RECRUITMENT  BROKERAGE 

• HCPC  — Over  15  years  of  experience 

dealing  with  private  medical 
practices— we  can  find  the  right 
doctor  for  you! 

• HCPC  — Focuses  on  a combination  of  the 

right  skills  and  training,  plus  the 
intangibles  needed  to  work 
closely  in  the  practice  opportuni- 
ties environment. 

• HCPC  — Does  practice  valuations— Deter- 

mining your  practice's  worth  in 
preparation  for  negotiations  with 
potential  buyers. 

• HCPC  — Will  find  a buyer  for  your  prac- 

tice. 

HCPC  has  various  physician  practice  op- 
portunities and  practices  for  sale,  avail- 
able nationwide  in  all  specialties  — Call 
215-667-8630  for  more  information  or  send 
your  C.V.  and  be  selectively  matched. 

HEALTH  CARE  PERSONNEL 
CONSULTING,  INC. 

403  GSB  Building 
One  Belmont  Avenue 

Bala  Cynwyd,  Pa.  19004 
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“Freedom  From  Smoking”  programs  provide  an 
option  of  a seven-session  clinic,  self-help  manuals, 
or  a videocassette  program.  Las<t  year  29  clinics 
were  held  for  the  community  and  workplace,  with 
450  smokers  participating  in  these  programs.  The 
self-help  manual,  “Freedom  From  Smoking  in  20 
Days,”  was  distributed  to  200  individuals.  A “Free- 
dom From  Smoking  Forever”  maintenance  program 
was  developed  for  individuals  who  have  quit  smok- 
ing. The  three-week  program  focused  on  stress, 
exercise,  and  nutrition  and  weight  control.  A 
“Do  It  For  Someone  You  Love”  quit-smoking  Val- 
entine campaign  was  conducted.  Over  200  Valen- 
tines were  distributed.  A public  smoking  bill  was 
introduced  and  withdrawn  without  vote  by  the 
Senate.  Work  continues  on  this  bill. 

In  the  area  of  school  health  education,  the  Del- 
aware Lung  Association  has  remained  very  involved 
with  the  Biofeedback  Smoking  Education  Project. 
Eighteen  junior  and  senior  high  schools  statewide 
have  participated  in  the  project.  The  Delaware 
Lung  Association  and  the  Department  of  Public 
Instruction  have  conducted  three  workshops  on  the 
sitate  health  curriculum:  one  workshop  on  “What 
Makes  Me  Tick”  and  two  workshops  on  “Accent 
on  You.”  This  year’s  SNOOPER  newsletter  was 
sponsored  by  the  Delaware  Lung  Association.  The 
newsletter  was  about  asthma  and  allergies  and  was 
distributed  to  55,000  elementary  school  children. 
Ten  “I’m  A Health  Nut”  computer  programs  were 
purchased  for  use  in  the  schools.  Fifty-six  “Smoking 
Deserves  a Smart  Answer”  teaching  modules  were 
distributed  to  6th  and  7th  grades  throughout  the 
state.  “Marijuana:  A Second  Look”  was  introduced, 
and  245  kits  were  distributed  among  public,  private, 
parochial  schools,  state  PTA,  Resource  Center  of 
the  YMCA  and  the  various  community  groups. 

Adult  lung  disease  patients  and  their  family 
members  attended  Better  Breathing  courses  through- 
out the  state.  A monthly  support  group,  held  in 
Wilmington,  continues. 

A Resource  Directory  of  available  services  in  the 
state  is  available.  A bi-monthly  newsletter  reaches 
530  individuals.  Self-help  materials  are  made  avail- 
able upon  request.  A new  booklet  for  adult  asthma 
patients  was  introduced;  2,700  were  distributed 
during  the  year. 

A three-week  Pre-School  Asthma  Program  for 
children  2-5  years  old  and  their  parents  was  con- 
ducted for  five  families.  A three-week  Family 
Asthma  Program  for  children  0-12  years  old  was  con- 
ducted three  times  during  the  year  for  thirty  fam- 
ilies. 300  self-help  kits,  SUPERSTUFF,  were  dis- 
tributed. A bi-monthly  newsletter  reached  500 
families.  The  “Aspiration  of  Foreign  Bodies”  cur- 
riculum was  distributed  to  day  care  centers  and 
preschools  throughout  the  state.  Financial  assistance 
was  given  to  seven  families  who  have  children  on 


apnea-monitors  for  Sudden  Infant  Death  Syndrome. 
The  assistance  was  for  pneumograms. 

The  environmental  and  occupational  health  area 
included  daily  air  quality  reports  to  local  media, 
development  of  materials  on  fuel  .switching  and  tam- 
pering, and  information  on  indoor  air  pollution  for 
Clean  Air  Week.  The  Delaware  Lung  Association 
co-sponsored  a Respiratory  Hazards  on  the  Farm 
Workshop  with  the  Delaware  Cooperative  Exten- 
sion. Seventy-five  participants  attended.  A grant 
by  the  Car  Council  and  the  State  of  Delaware  pro- 
vided Car  Care  and  Clean  Air”  workshops  for 
drivers’  education  teachers.  A total  of  2,680  pul- 
monary function  screenings  were  conducted  at  vari- 
ous worksites  and  in  the  community. 

The  Delaware  Lung  Association  continues  to  sup- 
port medical  journals,  Tel-Med  tapes,  and  respira- 
tory therapy  scholarships. 

During  the  78th  Annual  Meeting,  Edward  Sewell, 
M.D.,  of  Philadelphia  was  the  recipient  of  the 
Emily  P.  Bissell  Award  and  Lillian  Wagner,  R.N., 
of  Rehoboth  Beach  received  the  John  Janvier  Black 
Award. 

As  noted  in  the  above  report,  the  Delaware  Lung 
Association  has  continued  to  provide  many  pro- 
grams. We  would  not  be  able  to  implement  such 
a variety  of  programs  without  the  support  of  the 
medical  community,  and  we  extend  our  thanks. 

Leonard  P.  Lang,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  POLITICAL  ACTION  COMMITTEE 
DELPAC 

During  the  past  year,  the  Delaware  Political  Ac- 
tion Committee  (DELPAC)  matured  as  a bipartisan, 
voluntary,  non-profit  organization  organized  to  ad- 
dress issues  and  problems  related  to  the  delivery 
of  health  care. 

Through  education,  organization,  and  communica- 
tion, DELPAC  strives  to  improve  government  by 
encouraging  and  stimulating  physicians  and  their 
spouses  to  take  a more  active  part  in  governmental 
affairs,  especially  as  they  relate  to  the  delivery  of 
quality  medical  care.  In  view  of  health  care  ration- 
ing, physicians  must  assume  their  historic  and  right- 
ful role  as  spokesmen  for  their  patients  in  order  to 
preclude  further  erosion  and  limitation  of  funds 
for  essential  services  and  other  tests,  especially  for 
the  needy. 

Political  action  committees  have  developed  into 
an  effective  means  for  the  promulgation  of  these 
objectives.  The  major  candidates  for  office  each 
have  their  own  PACs,  and  there  is  a plethora  of 
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PACs  for  special  interests  and  professional  organiza- 
tions throughout  the  country.  As  Mike  Dunn  stated 
in  his  address  to  the  House  of  Delegates’  Breakfast 
at  last  year’s  Annual  Meeting,  the  PAC  movement 
is  a historically  effective  means  for  obtaining  legis- 
lative attention. 

DELPAC  has  matured  into  an  extremely  effective 
voice  for  the  delivery  of  quality  health  care  on  both 
the  state  and  national  scene.  Through  the  support 
of  members  of  the  Medical  Society  of  Delaware, 
DELPAC  ranked  11th  in  membership  last  year, 
just  one  percentage  point  from  the  top  ten.  The 
Board  of  Directors  of  DELPAC  is  appreciative  of 
the  endorsement  of  the  1984  House  of  Delegates 
in  its  recommendation  that  100%  participation  in 
DELPAC  be  encouraged. 

During  the  past  year,  DELPAC  activities  have 
included: 

1.  Members  of  the  Board  of  Trustees  of  the 
Medical  Societv  of  Delaware  and  the  Board 
of  Directors  of  DELPAC  have  met  with  Sen- 
ator Joseph  Biden  and  Congressman  Thomas 
Carper  to  discuss  medical  issues  such  as 
Medicare,  liability  insurance  problems,  “Baby 
Doe”  legislation,  and  health  care  cost  limi- 
tations and  availabilitv. 

2.  On  April  26,  1985,  Congressman  Carper 
sponsored  a seminar  on  Health  Care  Issues 
in  the  99th  Congress  attended  by  represen- 
tatives of  the  Medical  Society  of  Delaware 
as  well  as  representatives  of  Pennsylvania 
Blue  Cross-Blue  Shield,  congressional  staff, 
HCFA  officials,  and  AMA  staff.  The  pro- 
gram included  the  following: 

HEALTHCARE  ISSUES  IN  THE  99th  CONGRESS 

10:00— Introductory  remarks  by  Congressman  Tom 
Carper 

10:20— Medicare  and  Medicaid  Regulations:  A dis- 
cussion with  representatives  of  the  Health 
Care  Financing  Administration  and  Pennsyl- 
vania Blue  Shield 

Mr.  Hampton  Jesse,  Health  Care  Financing 
Administration,  Region  3— Philadelphia,  Penn- 
sylvania 

Mr.  Pat  Kiley,  Chief  of  Contract  Operations, 
HCFA  Region  3— Philadelphia,  Pennsylvania 
Ms.  Marcia  Sayer,  Director  of  the  Congres- 
sional Affairs  Staff,  Health  Care  Finance  Ad- 
ministration—Washington,  D.C. 

Mr.  Ed  Lenker,  Delaware  Contract  Coordina- 
tor, Pennsylvania  Blue  Shield,  Camp  Hill, 
Pennsylvania 

Ms.  Rhonda  Simms,  Professional  Relations 
Representative,  Pennsylvania  Blue  Shield 
11:30— Medicare  and  Medicaid  Reform:  Recent 

Legislative  action  and  a prognosis  for  the 
99th  Congress 


Mr.  Andy  Schneider,  Assistant  Counsel,  Com- 
mittee on  Energy  and  Commerce  Subcom- 
mittee on  Health  and  the  Environment 
12:30— Lunch 

2:00— Professional  Liability  Legislation:  Prospects 
for  the  99th  Congress 

Ms.  Dexanne  Clohan,  American  Medical  As- 
sociation 

Ms.  Donna  Akers,  Legislative  Assistant,  Of- 
fice of  Congressman  Henson  Moore  of  Loui- 
siana 

3:00— Baby  Doe:  A review  of  regulations  promul- 
gated by  the  Department  of  Health  and 
Human  Services 

Mrs.  Jo  Ann  Gasper,  Deputy  Assistant  Sec- 
retary for  Population  Affairs— designate,  De- 
partment of  Health  and  Human  Services 
Ms.  Dexanne  Clohan,  American  Medical  As- 
sociation 

4:00— “The  Role  of  Covernment  in  the  Provision 
of  Health  Care:”  A Summary  Roundtable 
Discussion 

3.  An  outgrowth  of  the  above  meeting  in  Wash- 
ington was  a meeting  of  the  Society  and 
DELPAC  with  the  regional  director  of 
HCFA,  senior  officers  of  Blue  Cross-Blue 
Shield  of  Delaware  and  Pennsylvania,  and 
representatives  from  Congressman  Car- 
per’s office  in  an  effort  to  determine  how 
to  better  serve  the  needs  of  physicians  in 
Delaware.  Improving  the  jurisdictional  dif- 
ficulties that  Delaware  physicians  faced  in 
the  past  as  well  as  solving  the  intrinsic  prob- 
lems in  communication  was  addressed,  and 
we  felt  that  our  problems  were  addressed 
and  satisfactory  conclusions  reached. 

4.  A DELPAC  mini-convention  was  held  May 
1 1th  at  the  Rehoboth  Beach  Country  Club, 
at  which  time  we  were  addressed  by  Senator 
William  Roth,  Congressman  Thomas  Carper, 
and  Justice  William  Quillen  as  well  as  phy- 
sician representatives  and  invited  guests. 
The  program  was  as  follows: 

DELPAC  MINI-CONVENTION 
“THE  EFFECTIVENESS  OF  PACS  IN 
OBTAINING  MEDICAL  OBJECTIVES” 

10:00-WELCOME-Daniel  A.  Alvarez,  M.D.,  Presi- 
dent, Medical  Society  of  Delaware 
10:05-INTRODUCTORY  REMARKS-Brett  Elliott, 
M.D.,  Co-Chairman,  DELPAC 
10: 10— “Achieving  Medical  Objectives  in  the  Politi- 
cal Arena” 

Ms.  Dexanne  Clohan,  Assistant  Director, 
Washington  OflRce,  American  Medical  Asso- 
ciation 

10:30— “The  Deficit-Reduction  Act  and  Its  EflFect 
on  the  Delivery  of  Health  Care”— The  Honor- 
able Thomas  R.  Carper 
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11:00-PANEL  DISCUSSION  - “Budgetary  Re- 
straints—Physicians’  Concerns” 

Moderator:  Ben  C.  Corballis,  M.D. 
Participants:  Daniel  A.  Alvarez,  M.D. 

Gustave  K.  Berger,  M.D. 
Rhoslyn  J.  BishoflF,  M.D. 

Martin  Gibbs,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 

The  Honorable  Thomas  R.  Car- 
per 

12: 00-LUNCH 

12:30— “The  Importance  of  Politioal  Involvement”— 
Mr.  Michael  E.  Dunn,  Michael  E.  Dunn  & 
Associates,  Inc.,  Washington,  D.C.  (Lunch- 
eon Speaker) 

1:30— “Health  Care  Costs  and  How  They  Affect 
Delawareans”— William  T.  Quillen,  Esquire 

2:00— “How  Spouses  Can  Influence  Legislation”— 
Ms.  Kathy  Gavett,  Regional  Political  Direc- 
tor, AMPAC 

2: 20-PANEL  DISCUSSION-“How  To  Organize 
To  Achieve  Political  Objectives” 

Moderator:  Mr.  Michael  E.  Dimn 
Participants:  Mrs.  Jackie  Alvarez 
Ms.  Dexanne  Clohan 
Mr.  Ned  Davis 
Mr.  Bert  DiClemente 
Brett  Elliott,  M.D. 

Ms.  Kathy  Gavett 

The  Honorable  Jane  Maroney 

3:05— “Medicine  and  the  Challenge  of  the  90’s”— 
The  Honorable  William  V.  Roth 

3:35-CLOSING  STATEMENT-Peter  R.  Coggins, 
M.D. 

5.  The  Board  welcomed  two  new  members, 
Mrs.  Jackie  Alvarez  and  Dr.  Joseph  F.  Kest- 
ner,  Jr..  Mrs.  Alvarez  has  been  extremely 
active  in  commimications  with  members  of 
the  congressional  delegation,  especially  in 


relation  to  Medicare  and  malpractice  issues. 
She  has  been  elected  legislative  committee 
chairman  for  the  recently  reorganized  Medi- 
cal Sociey  of  Delaware  Auxiliary  and  has 
taken  on  the  responsibility  of  organizing 
members  of  the  Auxiliary  into  an  extremely 
effective  legislative  communication  force. 

6.  The  Board  of  Directors  recommended  the 
following  additional  appointments  to  the 

1985-86  DELPAC  Board: 

Daniel  A.  Alvarez,  M.D. 

John  H.  Benge,  M.D. 

Gustave  K.  Berger,  M.D. 

John  M.  Levinson,  M.D. 

Marguerite  D.  Thew,  M.D. 

7.  The  Board  voted  to  sponsor  a Lobbying  and 
Communication  Workshop  on  Saturday,  Jan- 
uary 18,  1986.  This  will  be  held  at  the 
Delaware  Academy  of  Medicine  and  will  in- 
clude a keynote  speaker,  morning  session, 
complimentary  lunch,  and  afternoon  work- 
shop. 

We  have  been  successful  in  our  efforts  over  the 
past  year  because  DELPAC  has  had  the  overwhelm- 
ing support  of  physicians  in  the  three  counties.  We 
still  have  a long  way  to  go,  however,  to  improve 
our  position  from  Ilth  in  the  nation  to  somewhere 
in  the  top  three,  which  is  not  unobtainable.  If  the 
other  physicians  who  are,  so  to  speak,  receiving  a 
“free  ride”  saw  fit  to  join,  then  our  political  action 
committee  would  be  in  a position  of  even  greater 
strength  regarding  interaction  with  the  legislative 
process  and  the  delivery  of  quality  health  care  as  it 
relates  to  legislation.  There  are  some  major  changes 
in  malpractice  legislation  which  are  on  the  scene 
and  are  a threat  to  physicians.  These  are  very  real 
and  should  not  be  taken  lightly.  We  must  have  a 
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personal  commitment  to  withstand  attacks  that 
would  change  the  practice  of  medicine  in  Delaware 
and  the  manner  in  which  we  deliver  quality  health 
care. 

I especially  want  to  thank  my  co-chairman,  Dr. 
Brett  Elliott,  and  the  members  of  the  1984-85  Board 
of  Directors  who  gave  unstintingly  of  their  time 
and  efforts  in  order  to  achieve  these  goals.  The 
continued  support  of  the  House  of  Delegates  is,  as 
ever,  appreciated  by  the  Board  and  myself. 

Peter  R.  Coggins,  M.D. 

Chairman 

(The  report  was  filed  with  a special  commenda- 
tion to  the  Board  of  DELPAC  for  its  outstanding 
activity  over  the  past  year.) 

DELAWARE  REVIEW  ORGANIZATION 
(DELRO) 

During  the  past  year,  DELRO  has  been  actively 
engaged  in  administering  the  PRO  contract.  Quar- 
terly reports  detailing  results  of  review  for  admis- 
sions, transfers,  readmissions,  pacemaker  insertions, 
DRG  validation,  and  objectives  have  been  available 
to  the  Medical  Society  through  Daniel  A.  Alvarez, 
M.D.  An  evaluation  of  the  PRO  program  will  be 
conducted  by  the  Health  Care  Einancing  Adminis- 
tration (HCFA)  beginning  in  November.  DELRO 
has  already  participated  in  an  assessment  of  the 
quality  of  review  decisions  conducted  by  Syste- 
Meterics,  Inc.  under  contract  with  HCFA.  Results 
of  this  assessment  have  not  yet  been  made  available 
to  DELRO. 

The  review  of  Medicaid  admissions  has  progressed 
smoothly  during  the  year.  Physicians  have  cooper- 
ated with  the  pre-admission  review  program.  Re- 
trospective review  has  also  been  conducted  to  verify 
pre-admission  findings  and  to  evaluate  continued 
stay.  The  same  program  will  continue  during  the 
next  year.  Medicaid  will  now  use  retrospective  re- 
view decisions  to  effect  payment.  Notice  was  given 
to  all  physicians  of  this  change  June  26,  1985. 

DELRO  has  continued  its  retrospective  review 
program  for  employers.  Hospitals  and  physicians 
have  been  more  involved  with  this  review  through 
communications  from  our  Private  Review  Committee. 
The  current  focus  of  our  private  review  program 
is  to  evaluate  practice  norms  and  work  with  phy- 
sicians and  hospitals  to  make  changes  where  ap- 
propriate. 

The  Board  of  Directors  has  convened  five  times 
since  the  last  report  to  the  House.  All  review 
changes  have  been  reviewed  and  approved  by  the 
Board.  There  has  been  one  occasion  to  conduct 
in-depth  review  of  a physician’s  practice.  Corpor- 
ate pohcies  and  procedures  were  finalized  by  the 
Board  in  March. 


The  DELRO  By-Laws  Committee  drafted  revi- 
sions to  the  By-Laws.  These  were  reviewed  by 
the  Board  and  presented  to  the  membership  for 
adoption  at  a membership  meeting  September  18, 
1985.  AU  proposed  amendments  were  approved  at 
that  meeting. 

Dr.  Alvarez  has  served  as  the  liaison  between 
the  Medical  Society  and  DELRO.  As  a member 
of  the  DELRO  Board  of  Directors  and  President  of 
the  Medical  Society,  Dr.  Alvarez  has  been  an  asset 
to  keeping  channels  of  communication  open  be- 
tween the  two  organizations. 

The  10th  Annual  Membership  Meeting  of  DELRO 
was  held  October  2,  1985.  Elected  to  the  Board  ■ 
of  Directors  for  a three-year  term  were  the  fol- 1 
lowing:  Lawrence  M.  Baker,  M.D.;  John  C.  Carlson, 
D.O.;  I.  Favel  Chavin,  M.D.;  Sandra  C.  Foote, 
M.D.;  C.  E.  Graybeal,  M.D;  Stephen  L Hershey, 
M.D.;  Henry  A.  Kane,  M.D.;  William  R.  Notting- 
ham, Jr.,  M.D.;  Michael  B.  Peters,  M.D.;  and  An- 
dreas Rauer,  M.D. 

Other  members  of  the  Board  are:  Daniel  A.  Al- 
varez, M.D.;  Alfred  E.  Bacon,  Jr.,  M.D.;  J.  Kirk  i 
Beebe,  M.D.;  Marvin  H.  Dorph,  M.D;  William  H. 
Duncan,  M.D.;  Robert  E.  Heckman,  M.D.;  William 
J.  Holloway,  M.D.;  William  D.  Johnson,  M.D.; 
Thomas  M.  Mannis,  M.D.;  Robert  H.  Radnich, 
M.D.;  Emanuel  M.  Renzi,  M.D.;  Thomas  C.  Scott, 
D.O.;  Richard  K.  Taylor,  M.D.;  Howard  Wdk,  M.D.; 
Mr.  Norval  Copeland,  Association  of  Delaware  Hos- 
pitals; Mr.  William  C.  Deans,  Du  Pont  Company; 
Jane  B.  Kelly,  R.N.,  N.H.A.,  Health  Care  Facihties 
Association;  Mr.  Dennis  Klima,  Associadon  of  Dela- 
ware Hospitals;  and  Mr.  Paul  R.  Stoffer,  ICI  Amer- 
icas, Inc. 

Officers  will  be  elected  at  the  next  Board  of  Di- 
rectors meeting.  President-Elect  Emanuel  Renzi, 
M.D.,  will  assume  the  presidency  at  that  meeting. 

Charles  A.  Depfer,  D.O. 

Liaison 

(The  report  was  filed.) 

LEGISLATIVE  SPECIALIST'S  REPORT 

Would  that  aU  years  were  as  legislatively  quies- 
cent as  1985,  when  we  were  confronted  with  very 
few  problems. 

One  that  did  crop  up  which  remains  to  be  re- 
solved deals  with  the  practice  of  acupuncture  and 
how  its  practitioners  should  be  licensed  and  regu- 
lated. A bill  was  introduced  and  briefly  debated 
in  the  State  Senate  that  would  have  established 
a Board  of  Acupuncture.  A number  of  witnesses 
testified  in  its  behalf,  but  when  confronted  with  its 
faults  and  incompleteness,  the  sponsor  withdrew  it 
from  consideration.  He  has  indicated  that  he  would 
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like  to  meet  with  representatives  of  the  Board  of 
Medical  Practice  before  January  to  discuss  the  prob- 
lem. 

A bill  giving  licensure  to  occupational  therapists 
was  amended  to  satisfy  concerns  raised  by  the  Medi- 
cal Society  of  Delaware.  Another  bill  (H.B.  14) 
that  would  regulate  free-standing  surgical,  emer- 
gency and  birthing  centers  is  on  the  House  table 
pending  an  amendment  protecting  independent 
physicians  which  the  sponsor,  Representative  Richard 
Davis,  has  agreed  to  add  to  the  legislation. 

Problems  looming  in  1986  that  could  have  the 
potential  for  being  much  more  formidable  in  their 
resolution  include  the  operative  malpractice  law, 
which  some  trial  lawyers  are  talking  about  en- 
deavoring to  repeal  or  substantially  amend.  While 
the  panels  have  not  worked  perfecdy,  the  general 
view  of  the  State  Medical  Society  is  that  they  have 
helped  hold  down  the  escalating  costs  of  insurance 
and  should  be  retained. 

Another  pending  proposal,  according  to  the  Presi- 
dent’s Report  of  the  Independent  Insurance  Agents 
of  Delaware  Association,  would  ask  the  General 
Assembly  to  change  the  definition  of  “Controlled 
Business”  through  enactment  of  a statute  undoing 
what  the  Society  gained  in  litigation  last  summer. 

These  possible  threats  will,  of  course,  be  watched 
along  with  any  other  detrimental  legislation  that 
might  be  forthcoming. 

Ned  Davis 
Legislative  Specialist 

(The  report  was  filed.) 

MARCH  OF  DIMES  BIRTH  DEFECTS 
FOUNDATION 

Through  the  past  year,  the  March  of  Dimes  as 
usual  was  a very  active  organization.  Fund  raising 
this  past  year  developed  over  $300,000  collected 
locally.  Of  this  amount,  approximately  $136,000 
was  passed  on  to  the  national  oflBces  of  the  organi- 
zation. 

A variety  of  grants  was  given  through  this  past 
year  including  the  following: 

1.  Grants  were  submitted  to  the  Delaware  Parents 
of  Down’s  and  Premies  of  Northern  Delaware, 
both  basically  lay  support  groups.  Grants  were 
given  to  assist  with  mailings  and  sending 
people  to  national  meetings,  both  of  these 
groups  have  been  very  active  in  their  respec- 
tive areas. 

2.  A grant  was  given  to  Eye  Magazine,  an  edu- 
cational youth  tabloid,  which  is  distributed  to 
students  throughout  Delaware  and  frequently 
includes  health  oriented  articles  of  value  to 
adolescents.  I might  add  that  these  articles 
are  usually  screened  by  someone  from  the 


Professional  Advisory  Committee  of  the  March 
of  Dimes. 

3.  Since  our  Chapter  includes  Eastern  Shore  and 
Upper  Shore  of  Maryland,  the  Chapter  sup- 
ported a Maryland  State  grant  as  well  as  a 
grant  to  the  Talbot  County  Health  Department, 
maternity  unit,  in  Easton,  Maryland. 

4.  This  year  a grant  was  also  given  to  a visiting 
geneticist  from  Nigeria  to  work  with  Dr. 
Digamber  S.  Borgaonkar  at  the  Genetics  Cen- 
ter at  the  Medical  Center  of  Delaware.  This 
basically  assisted  in  his  expenses. 

5.  Probably  our  largest  undertaking  this  past 
year  was  a grant  to  provide  transportation  for 
ill  neonatal  babies  to  come  to  the  Medical 
Center  of  Delaware.  They  are  transported 
usually  in  helicopters  from  other  hospitals. 

6.  The  March  of  Dimes  continues  to  provide 
some  limited  financial  help  to  previous  polio 
patients  and  in  addition  refers  other  requests 
to  other  agencies  that  can  meet  their  needs. 

7.  Currently  in  progress  is  an  Adolescent  Child 
Watch  Program  to  look  into  the  matter  and  to 
take  action  and  hopefully  prevent  future  ado- 
descent  child  bearing  and  to  reach  out  to  those 
pregnant  and  parenting  teens  who  already  need 
help.  This  is  being  done  in  conjunction  with 
the  Junior  League,  DAPI,  and  Parents  Anony- 
mous. 

Planned  for  this  next  year  is  participation  in  the 
Delaware  Legislature’s  Task  Force  on  Infant  Mor- 
tality, which  presumably  will  be  kicked  off  in  Oc- 
tober. The  March  of  Dimes  will  be  providing  input 
and  recommendations  to  the  State  regarding  how 
to  improve  the  infant  mortality  rate  in  the  State.. 

Dr.  Borgaonkar,  who  is  a member  of  our  Pro- 
fessional Advisory  Committee  and  of  the  Board  of 
Directors,  is  establishing  a Genetics  Week  for  medi- 
cal personnel  as  well  as  other  paraprofessionals.  This 
will  be  cosponsored  and  will  take  place  in  the  spring 
and  will  involve  multiple  conferences  scheduled 
throughout  the  State. 

There  are  two  March  of  Dimes  health  curricula 
currently  being  introduced  to  schools.  They  are  de- 
signed to  help  students  understand  the  importance 
of  health  care  in  the  hope  of  preventing  birth  defects 
through  education. 

Five  health  career  scholarship  awards  were  also 
given  for  this  year  including  a medical  student  at 
Thomas  Jefferson  University,  a nursing  student 
at  the  University  of  Delaware,  a nursing  student  at 
Neuman  College,  a student  in  speech  pathology  at 
West  Virginia  University,  and  a student  studying 
medicine  at  the  University  of  Maryland. 

In  addition  to  these  various  specific  grants  and 
scholarship  awards,  the  March  of  Dimes  continues 
to  distribute  free  of  charge  printed  materials  such 
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as  brochures,  pamphlets,  and  posters  as  well  as  lend 
educational  films  to  schools,  various  organizations, 
and  other  agencies  in  our  Chapter  area. 

It  was  an  active  year  for  this  organization  and 
next  year  looks  to  be  equally  promising. 

Ted  E.  Chronister,  M.D. 

Liaison 

(The  report  was  filed.) 

MEDICAL  ADVISORY  COMMITTEE,  DIVISION 
OF  ECONOMIC  SERVICES,  STATE  OF  DELAWARE 

The  committee  has  met  several  times  during  the 
past  year.  The  results  of  our  efforts  and  current 
areas  of  concern  are  as  follows: 

1.  Early  Periodic,  Diagnostic  and  Treatment  Pro- 
gram—There  has  been  implementation  of  the  in- 
clusion of  services  rendered  by  private  physicans 
for  the  EPSDT  Programs  through  age  twenty 
years. 

2.  Cost  Containment  Programs— Several  new  pro- 
cedures have  been  implemented  or  investigated. 
They  are:  a)  Issuance  of  Medicaid  cards  for  SSI 
recipients  on  a monthly  basis,  b)  Contract  with 
DELRO  for  preadmission  reviews  and  approval  of 
six  types  of  surgery,  c)  Notification  of  recipients 
who  use  the  Emergency  Room  more  than  four  times 
per  year.  If  further  usage  is  found  unwarranted, 
recipient  is  placed  on  restricted  basis,  d)  Nursing 
hours  were  granted  a 5.5%  increase  in  ICE  per  diems, 
e)  Medicaid  is  mandated  to  adhere  to  the  same 
regulation  for  laboratory  fee  reimbursement  as  Medi- 
care. f)  AFDC-eligible  first-time  pregnant  women 
are  eligible  for  Medicaid  coverage  from  the  date  of 
verification  of  pregnancy,  g)  Implementation  of 
$85,000  budget  limit  for  Adult  Vision  Care  program, 
making  examination  and  glasses  available  every  two 
year,  h)  Investigation  began  on  feasibility  of  reim- 
bursement for  social  workers  for  homebound  pa- 
tients. 

3.  Impact  of  DRGs  on  Medicaid  Patients— a) 
There  has  been  a 7%  decrease  in  Medicaid  admis- 
sions. b)  There  was  no  evidence  of  inappropriate 
care  of  patients,  c)  DELRO  has  found  an  increase 
in  the  number  of  patients  being  transferred  to  nurs- 
ing homes  and  physicians  requiring  use  of  Home 
Health  Services  (33%  increase  here). 

4.  Medicaid  Organ  Transplant  Policy— The  pro- 
gram will  not  pay  for  adult  operations  considered 
experimental.  To  date,  Medicaid  has  approved  a 
transplant  for  the  first  time  to  a child  in  an  out-of- 
state  hospital. 

The  committee  feels  that  the  Cost  Containment 
Program  should  be  continued.  We  will  further 
study  the  organ  transplant  program.  The  effect 
of  DRGs  on  health  care  will  be  continuously  moni- 
tored. 


Our  greatest  weakness  in  providing  health  care 
continues  to  be  the  non-availability  of  adequate  men-  i 
tal  health  care.  At  present  at  least  one  area.  Pedi- 
atrics, is  working  diligently  to  provide  some  optional 
plans  and  proposals  for  implementation. 

Patricia  H.  Purcell,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICAL  SOCIETY  OF  DELAWARE  INSURANCE 
SERVICES,  INC. 

MSDIS  has  had  a very  productive  and  successful 
year.  We  continue  to  work  very  closely  with  Phico 
in  providing  malpractice  coverage  for  a large  num-  - 
ber  of  members  of  the  Society.  This  close  associa-  ■ 
tion  has  been  advantageous  for  all,  but  most  es- 
pecially for  those  physicians  who  have  received  can- 
cellation notices  from  their  previous  insurors,  for 
the  vast  majority  of  whom  we  have  been  able  to 
obtain  coverage. 

Because  of  the  great  uncertainties  in  the  mal- 
practice market  and  the  difficulty  in  seeing  clearly 
into  the  future,  MSDIS  has  engaged  the  services  of 
a malpractice  insurance  consultant  to  assist  us  in 
our  work,  to  make  recommendations  to  the  Medical 
Society  of  Delaware  in  its  study  of  the  malpractice  , 
problem,  and  to  assist  us  in  developing  recommen- 
dations for  the  future.  We  have  also,  on  a one- 
time basis,  hired  an  actuarial  consultant  to  assist 
us  in  evaluating  the  material  presented  to  the  So- 
ciety by  Phico  with  reference  to  planned  increases 
in  premiums. 

The  Life  Insurance  Program  which  is  a sponsored 
program  of  the  State  Society  has  been  going  ex- 
tremely well.  During  the  first  year  of  this  new 
program,  our  thrust  was  to  assure  coverage  for  all 
those  people  who  had  been  involved  in  the  previous 
life  insurance  program  and  this  year  we  have  turned 
our  attention  to  a Society-wide  offering.  It  has 
been  extremely  well  received,  aind  those  who  have  , 
studied  the  offering  realize  that  it  is  very  excellent  J 
protection  provided  at  a very  reasonable  cost  and  ; 
within  the  limits  of  the  program  available  in  almost 
every  case,  not  only  without  a physical  examination, 
but  without  a medical  questionnaire. 

The  Board  of  MSDIS  continues  to  explore  the 
possibility  of  adding  other  lines  of  insurance  to  our  | 
portfolio  and  fully  expects  that  1986  will  see  these  , 
efforts  come  to  fruition. 

Ben  C.  Corballis,  M.D. 

President  ■ 

(The  report  was  filed.) 

SPINA  BIFIDA  ASSOCIATION  OF  DELAWARE 

The  Spina  Bifida  Association  of  Delaware  is  a 
non-profit  organization  that  attempts  to  help  parents  ! 
of  children  bom  with  spina  bifida  as  well  as  adults 
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with  this  birth  defect  by  providing  support  services, 
information,  and  guides  to  proper  professional  care. 

Spina  bifida  is  a defect  in  the  spinal  column  re- 
sulting from  the  failure  of  the  spine  to  close  properly 
during  the  first  month  of  pregnancy.  In  severe 
cases,  the  spinal  column  protrudes  from  the  back 

at  birth. 

I 

Spina  bifida  is  the  most  frequently  occuring  birth 
defect,  affecting  11,000  children  each  year,  or  one 
of  every  1,000  births.  More  infants  are  bom  with 
this  condition  than  muscular  dystrophy,  multiple 
sclerosis,  polio,  and  cystic  fibrosis  combined. 

Help  from  health  care  professionals  is  necessary 
to  carry  on  the  following  activities: 

Parent  Outreach  Program— Through  personal  ex- 
perience our  members  can  share  knowledge  and 
give  new  support  to  the  new  parents  who  often 
feel  devastated.  We  have  many  suggestions  that 
may  help  the  family  adjust  to  this  new  world. 
We  have  many  monthly  meetings  for  mothers  that 
tend  to  be  a social  outlet  for  all  who  have  at  least 
one  thing  in  common— a spina  bifida  child.  We 
also  sponsor  various  activities  throughout  the  year 
that  bring  the  entire  family  together  to  enjoy 
each  other  share  any  helpful  hints.  This  year 
the  Telephone  Pioneers  held  a picnic  at  Lum’s 
Pond  for  aU  the  spina  bifida  families. 

Guest  Speaker  Program— Information  programs 
have  helped  many  of  our  members  cope.  Specific 
topics  include  socialization  of  the  handicapped 
child,  development  and  treatment  of  hydroceph- 
alus, physical  therapy,  genetic  and  environmental 
causes  of  spina  bifida,  bowel  and  bladder  prob- 
lems and  mainstreaming  of  the  spina  bifida  child. 
This  year  we  are  beginning  a teen  program  to 
help  the  older  children  deal  with  problems  of 
adolescence. 

As  a chapter  of  the  Spina  Bifida  Association  of 
America,  SBAD  plans  to  deal  with  national  issues 
on  the  local  level.  The  national  group  has  been  a 
legal  advocate  in  the  “treatment  of  newborns”  con- 
troversy and  has  a task  force  available  for  assistance 
in  any  part  of  the  country. 

The  chapter  also  plans  to  take  part  in  the  national 
awareness  campaign.  Michael  J.  Fox,  star  of  the 
“Family  Ties”  TV  show,  has  agreed  to  be  the  na- 
tional spokesman  for  spina  bifida  and  will  be  ap- 
pearing on  local  radio  and  television  spots.  Fox 
has  a nephew  who  was  bom  with  spina  bifida.  Also, 
October  has  been  declared  Spina  Bifida  Month  by 
President  Reagan. 

Parents  and  professionals  can  reach  the  Spina 
Bifida  Association  of  Delaware  by  calling  (302) 
478-4805. 

Nina  L.  Steg,  M.D. 

Liaison 

(The  report  was  filed.) 
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RESOLUTIONS 

RESOLUTION  85-1 

Introduced  by:  Board  of  Trustees 
Subject:  Advertising  by  Physicians 

Whereas,  the  Medical  Society  of  Delaware  recog- 
nizes the  legal  right  of  its  members  to  advertise; 
and 

Whereas,  the  Society  believes  reasonable,  self- 
imposed  controls  are  necessary  to  maintain  public 
confidence  in  the  health  care  profession;  now  there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
support  the  following  advertising  guidelines  for  phy- 
sicians: 

Section  1 
PUBLICITY 

A physician  should  not,  on  behalf  of  himself, 
his  partner,  associate  or  any  other  physician  aflBliated 
with  his  or  her  practice,  prepare,  cause  to  be  pre- 
pared, use,  participate  in  the  use  of  or  permit  his 
name  or  likeness  to  be  used  in  any  form  of  public 
communication  containing  a false,  fraudulent,  mis- 
leading or  deceptive  statement  or  claim. 

A false,  fraudulent,  misleading  or  deceptive  state- 
ment or  claim  includes,  but  it  not  limited  to,  a state- 
ment or  claim  which: 

1.  Contains  a misrepresentation  of  fact; 

2.  Is  hkely  to  deceive  or  mislead  because  its  con- 
tent and  context  makes  only  a partial  disclosure  of 
relevant  and  material  facts; 

3.  Is  likely  to  create  false  or  misleading  expecta- 
tions of  favorable  results; 

4.  Conveys  the  impression  that  the  physician  has 
a special  ability  to  cure  a manifestly  incurable  dis- 
ease; 

5.  Contains  other  misrepresentations  or  implica- 
tions that  would  probably  cause  an  ordinary,  pru- 
dent person  to  misunderstand  or  be  deceived. 

Advertising  or  other  publicity  by  physicians,  in- 
cluding participation  in  public  functions,  should  not 
contain  puffing,  self-laudation,  claims  as  to  the 
quality  of  the  services  or  ability  or  claims  that  can- 
nct  be  readily  measured  or  verified. 

A self-laudatory  statement  or  claim  includes,  but 
is  not  limited  to,  a statement  or  claim  which: 

1.  Contains  any  promise  or  guarantee  of  the  re- 
sult of  any  medical  procedure; 

2.  Contains  any  statistical  data  or  other  informa- 
tion based  on  past  performances; 

3.  Contains  a testimonial  about  or  endorsement 
of  a physician; 

4.  Contains  a statement  of  opinion  as  to  the 
quality  of  the  services  or  contains  a representation 
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or  implication  regarding  the  quality  of  medical  ser- 
vices; 

5.  Makes  any  comparative  statement  regarding 
any  other  physician. 

A physician  should  not  compensate  or  give  any- 
thing of  value  to  representatives  of  the  press,  radio, 
television  or  other  communication  medium  in  an- 
ticipation of  or  in  return  for  professional  publicity 
in  a news  item.  A paid  advertisement  must  be 
identified  as  such  unless  it  is  apparent  from  the  con- 
text that  it  is  a paid  advertisement. 

Section  2 

PROFESSIONAL  NOTICES,  LETTERHEADS, 
OFFICES,  AND  LISTS 

A physician  should  not  use  professional  cards, 
announcement  cards,  office  signs,  letterheads,  tele- 
phone directory  listings,  other  medical  directory 
listings,  or  similar  professional  notices  or  devices 
that  contain  statements  which  are  false,  fraudulent, 
misleading,  or  deceptive  as  defined  and  set  forth 
and  contained  in  statements  and  information  pro- 
scribed in  Section  1 of  this  article. 

A physician  or  physicians  in  private  practice 
should  not  practice  under  a trade  name  or  identifi- 
cation that  is  misleading,  may  deceive,  or  falsely 
arouses  the  expectations  of  the  public  as  to  the 
nature  of  the  type  of  medical  practice  provided  by 
the  physician  or  physicians.  The  trade  name  or 
identification  of  a physician’s  medical  practice,  if 
incorporated,  should  conform  to  the  laws  and  regu- 
lations governing  a professional  corporation  or  pro- 
fessional association. 

Physicians  should  choose  the  content  of  profes- 
sional notices,  cards,  and  letterheads  in  a manner 
such  as  to  provide  the  public  with  the  basic  infor- 
mation necessary  to  make  fundamental  choices  or 
decisions  regarding  their  health  care  and  avoid 
such  language,  phrases,  art,  or  gimmicks  that  arti- 
ficially attract  attention  to  the  physician’s  pryactice. 
The  physician  should  strive  at  all  times  to  uphold 
the  highest  standards  of  the  profession  and  reflect 
these  standards  in  their  communications  and  notices 
to  the  public. 

The  Reference  Committe  recommended  that  this 
resolution  not  be  adopted,  primarily  because  of  the 
lack  of  disciplinary  consequences  should  a phyisican 
decide  not  to  abide  by  the  guidelines.  During  dis- 
cussion of  the  issue,  it  was  suggested  that  the  Society 
could  exercise  punitive  action  against  members  not 
following  these  guidelines  if  it  wishes. 

Resolution  85-1  was  adopted  by  the  House. 

RESOLUTION  85-2 

Introduced  by:  David  Platt,  M.D. 

Subject:  Required  Use  of  Seat  Belts— Passenger 
Vehicles 


Whereas,  every  year  many  Delaware  citizens 
are  seriously  injured  or  killed  in  highway  accidents; 
and 

Whereas,  it  has  been  proved  that  the  proper  use 
of  restraining  seat  belts  will  lessen  this  havoc;  and 

Whereas,  the  Medical  Society  of  Delaware  is 
vitally  interested  in  the  health  of  all  of  the  citizens 
of  Delaware;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
urge  the  Delaware  State  Legislature  to  require  the 
use  of  seat  belts  in  all  passenger  vehicles  operating 
on  Delaware  highways. 

The  Reference  Committee  recommended  that  this  : 
resolution  be  adopted. 

Resolution  85-2  was  adopted  by  the  House. 

RESOLUTION  85-3 

Introduced  by:  David  Platt,  M.D.  j 

Subject:  Installation  of  Seat  Belts— Pubhc  Passenger  , 
Vehicles 

Whereas,  every  year  many  Delaware  citizens  are 
seriously  injured  or  killed  in  highway  accidents;  and  Ij 

Whereas,  it  has  been  proved  that  the  proper  use  f 
of  restraining  seat  belts  will  lessen  this  havoc;  and 

Whereas,  the  Medical  Society  of  Delaware  is  j 
vitally  interested  in  the  health  of  all  the  citizens  > 
of  Delaware;  now  therefore  be  it  • 

Resolved,  that  the  Medical  Society  of  Delaware  | 
urge  the  Delaware  State  Legislature  to  require  that  j 
all  public  passenger  vehicles  operating  on  Delaware  \ 
highways  have  seat  belts  installed.  :| 

The  Reference  Committee  recommended  that  this 
resolution  be  adopted. 

Resolution  85-3  was  adopted  by  the  House.  i 

RESOLUTION  85-4  | 

Introduced  by:  David  Platt,  M.D.  [ 

Subject:  Community-Rated  Health  Insurance  | 

Policies 

Whereas,  those  people  who  do  not  qualify  to  , 
purchase  health  insurance  through  a group  via  em-  ' 
ployment  or  otherwise  are  finding  that  the  cost  is 
rapidly  taking  such  insurance  out  of  their  reach;  and 

Whereas,  a prime  cause  of  this  is  that  insurance  ' 
companies  in  Delaware  are  selling  low  premium 
experience-rated  policies  to  employers  of  large 
groups  of  people  with  rates  readjusted  every  year  ; 
based  on  the  use  experienced  by  their  employees; 
and 

Whereas,  all  individuals  ineligible  for  a group 
are  lumped  together  in  a community-rated  policy, 
with  much  higher  premiums;  and 
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Whereas,  it  is  a basic  principle  of  insurance  that 
risk  should  be  shared  among  the  greatest  number; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
urge  the  State  Insurance  Commissioner  and/or  the 
Delaware  State  Legislature  to  require  that  aU  health 
insurance  policies  sold  in  Delaware  be  community- 
rated policies. 

The  Reference  Committee  was  split  in  its  vote 
four  to  two  that  the  resolution  not  be  adopted  and 
recommended  that  it  be  returned  to  the  Board  of 
Trustees  for  further  consideration  since  it  raises 
issues  of  importance. 

Resolution  85-4  was  not  adopted  by  the  House. 

RESOLUTION  85-5 

Introduced  by:  David  Platt,  M.D. 

Subject:  HMOs— Medicaid  Patients 

Whereas,  oiu-  state  now  has  two  fimctioning 
HMOs,  one  more  about  to  start,  two  more  in  the 
planning  stage,  and  possibly  more  to  come;  and 

Whereas,  such  HMOs  must  be  licensed  by  the 
State  of  Delaware;  and 

Whereas,  the  Medical  Society  of  Delaware  is  in- 
terested in  the  welfare  of  all  the  citizens  of  Dela- 
ware, including  the  37,000  on  Medicaid,  aU  of  whom 
are  below  the  poverty  line;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
urge  the  state  authorities  involved  to  require  that 
each  HMO  serve  a proportionate  share  of  Medicaid 
patients. 

The  Reference  Committee  recommended  that  this 
resolution  be  adopted.  It  further  recommended  that 
financial  support  be  actuarially  sound  and  that 
further  consideration  be  given  by  appropriate  com- 
mittees within  the  Society. 

Resolution  85-5  was  adopted  by  the  House  with 
the  above  recommendation. 

RESOLUTION  85-6 

Introduced  by:  David  Platt,  M.D. 

Subject:  IPA-HMOs— Physician  Participation 

Whereas,  IPA-HMOs  are  proliferating  in  Dela- 
ware; and 

Whereas,  it  is  imperative  that  no  organization  be 
permitted  to  interfere  with  the  patient-physician  re- 
lationship or  free  choice  of  physicians  by  patients 
and  vice  versa;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
urge  the  state  licensing  bodies  to  require  that  all 
IPA-HMOs  be  open  to  participation  by  all  phy- 
sicians licensed  to  practice  in  Delaware  who  elect 
such  participation  and  agree  to  abide  by  the  HMO 
rules,  and  that  the  right  of  continuing  participation 
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be  regulated  by  peer  review  of  the  physicians  of 
that  IPA-HMO. 

The  Reference  Committee  recommended  the  fol- 
lowing substitute  Resolved: 

Resolved,  that  the  Medical  Society  of  Delaware 
urge  that  all  private  IPA-HMOs  be  open  to  all  phy- 
sicians licensed  to  practice  in  Delaware. 

Substitute  Resolution  85-6  was  adopted  by  the 
House. 


RESOLUTION  85-7 

Introduced  by;  David  Platt,  M.D. 

Subject:  IPA-HMOs— Exclusivity 

Whereas,  IPA-HMOs  are  proliferating  in  Dela- 
ware; and 

Whereas,  it  is  imperative  that  no  organization  be 
permitted  to  interfere  with  the  patient-physician 
relationship  or  free  choice  of  physicians  by  patients 
and  vice  versa;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
urge  the  state  licensing  bodies  to  forbid  any  IPA- 
HMO  to  require  of  its  physician  members  that  they 
cannot  join  another  IPA-HMO,  but  must  pledge 
exclusivity. 

The  Reference  Committee  recommended  the  fol- 
lowing substitute  Resolved: 

Resolved,  that  the  Medical  Society  of  Delaware 
urge  that  no  IPA-HMO  in  Delaware  require  its 
physician  members  to  pledge  exclusivity  to  that 
IPA-HMO  but  allow  individual  physician  members 
to  join  other  IPA-HMOs  of  their  choosing. 

Substitute  Resolution  85-7  was  adopted  by  the 
House. 

RESOLUTION  85-8 

Introduced  by:  Rhoslyn  J.  Bishoff,  M.D. 

Subject:  Patient  Protective  Care 

Whereas,  tlie  Joint  Commission  on  Hospital  Ac- 
creditation has  been  known  to  use  the  language  “re- 
straints” when  referring  to  the  care  of  patients;  and 

Whereas,  this  is  a misrepresentation  of  the  in- 
tention in  patient  care;  and 

Whereas,  the  true  intent  is  to  protect  the  patient; 
now  therefore  be  it 

Resolved,  that  the  American  Medical  Association 
through  suitable  channels  entreat  the  JCAH  to 
change  all  future  references  in  all  tlieir  texts,  criti- 
cisms, reports,  and  communications  concerning  pa- 
tient care  witli  restraints  to  the  language  of  pro- 
tective patient  care  with  appliances. 

The  Reference  Commitee  recommended  that  this 
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OMEGA  CARDIOGRAPHIC  LAB 

provides  complete  diagnostic 
services  including  the  latest 
DOPPLER  TECHNIQUE 
for  cardiac  blood  flow  analysis. 


A complete 
diagnostic 
laboratory 
performing 


non-invasive: 


^ECHOCARDIOGRAPHY 
• Two  dimensional 
• M-Mode  • Doppler 
WEXERCISE 
STRESS  TESTING 
24-Hour 

HOLTER  MONITORING 
LECTROCARDIOGRAMS 


CRRDOGRRPHIC  LRB.INC. 

H-46  OMEGA  DRIVE/NEWARK  DE  19713 

302/737-3700 
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resolution  be  adopted. 

Resolution  85-8  was  adopted  by  the  House. 

RESOLUTION  85-9 

Introduced  by:  Ignatius  J.  Tikellis,  M.D. 

Subject:  Unified  Membership— American  Medical 
Association 

! Whereas,  the  impact  of  pressure  from  various 
public  and  private  bodies  is  increasingly  encroach- 
j ing  upon  the  private  practice  of  medicine;  and 

'Whereas,  the  need  for  a unified  organization  on 
the  part  of  all  physicians  is  essential;  and 

Whereas,  the  American  Medical  Association  is 
the  logical  organization  that  cuts  across  all  local  and 
specialty  societies  to  speak  for  organized  medicine; 
and 

Whereas,  the  American  Medical  Association  in- 
creases its  political  “clout”  in  direct  proportion  to 
its  number  of  members  and  financial  ability;  and 

Whereas,  the  Medical  Society  of  Delaware  in- 
i creases  its  political  impact  in  proportion  to  its  par- 
the  American  Medical  Association;  now 
it 

:|  Resolved,  that  the  Medical  Society  of  Delaware 

I adopt  a imified  membership  policy  and  that  mem- 
I bership  in  the  American  Medical  Association  be 
i mandatory  for  all  Medical  Society  of  Delaware  mem- 
bers. 

The  Reference  Committee  reported  that  there 
; had  been  vigorous  discussion  of  this  resolution.  Be- 
I cause  the  final  vote  was  four  in  favor  of  adoption 
I and  four  in  opposition,  the  Reference  Committee 
I did  not  make  a recommendation  regarding  adoption 
i of  the  resolution. 

1 The  following  substitute  Resolved  was  introduced: 

ij  Resolved,  that  the  Medical  Society  of  Delaware 
I adopt  a unified  membership  policy  and  that  mem- 
M bership  in  the  American  Medical  Association  or  the 


I ticipation  in 
I therefore  be 


American  Osteopathic  Association  be  mandatory  for 
all  Medical  Society  of  Delaware  members. 

The  House  adopted  Substitute  Resolution  85-9. 

RESOLUTION  85-10 

Introduced  by:  I.  Favel  Chavin,  M.D. 

Subject:  Economic  Discrimination 

Whereas,  no  class  of  individuals,  other  than  phy- 
sicians, have  had  their  incomes  frozen  by  federal 
fiat;  and 

Whereas,  we  are  not  at  war,  which  could  mandate 
income  freezes  for  all  segments  of  society;  now 
therefore  be  it 

Resolved,  that  the  American  Medical  Association 
be  encouraged  to  pursue  more  aggressively  the  elimi- 
nation of  discriminatory  federal  economic  sanctions 
against  physicians. 

The  Reference  Committee  recommended  that  this 
resolution  not  be  adopted. 

Resolution  85-10  was  not  adopted  by  the  House. 

The  following  Substitute  Resolution  85-10  was 
introduced: 

Whereas,  Medicare-eligible  citizens  have  had  cer- 
tain specific  medical  expenses  frozen  by  Federal 
regulations;  and 

Whereas,  most  other  citizens  are  not  aflFected  by 
such  frozen  fee  schedules;  and 

Whereas,  Medicare-eligible  citizens  will  predict- 
ably find  themselves  at  an  economic  disadvantage  in 
obtaining  certain  services  compared  to  most  other 
citizens;  now  therefore  be  it 

Resolved,  that  the  American  Medical  Association 
be  encouraged  to  pursue  more  aggressively  the 
elimination  of  Federal  policies  which  economically 
discriminate  against  Medicare-eligible  citizens. 

Substitute  Resolution  85-10  was  adopted  by  the 
House. 


Why  FEE-ONLY  Financial  Planning? 

A first  rate  financial  advisor  must  be  both  impartial  and  knowledgeable. 
Impartial  In  considering  the  full  range  of  alternatives  for  your  financial  needs 
and  knowledgeable  in  selecting  the  proper  solution  for  those  needs.  A feetr 
only  financial  advisor  does  not  accept  commissions  as  a form  of  compensa- 
tion. The  advisor  can  thus  be  Impartial  In  making  recommendations,  whether 
they  are  In  tax  planning.  Investments  or  other  areas  of  financial  planning. 

Find  out  more  about  fee-only  financial  planning  by  contacting: 

VINCENT  A.  SCHIAVI,  CFP 

33  C TROLLEY  SQUARE  (302)  656-4472 
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ABSOLUTION  RESOLUTION 

The  House  adopted  the  following  resolution: 

RESOLVED,  That  each  and  all  of  the  Resolutions, 
acts,  and  proceedings  of  the  Board  of  Trustees  of 
the  Medical  Society  of  Delaware  heretofore  had 
been  adopted  since  the  last  meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  Delaware 
as  shown  by  the  records  of  the  minutes  and  all  the 
acts  of  the  officers  and  trustees  of  the  Society  in 
carrying  out  and  promoting  of  purposes,  ob- 
jects and  interests  of  this  Society  since  the  last 
House  of  Delegates  meeting  are  approved  and  rati- 
fied and  hereby  made  the  acts  and  deeds  of  the 
Medical  Society  of  Delaware. 

(The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members  for  referenee.) 


As  a memorial  to  the  members  of  the  Society 
who  were  lost  through  death  during  the  past  year, 
the  assembly  rose  for  a moment  of  silence  as  the 
names  were  read: 

JOSEPH  W.  ABBISS,  M.D. 

C.  DAVIS  BELCHER,  M.D. 

JOSE  P.  BERNA,  M.D. 

ANDREW  M.  GEHRET,  M.D. 

HOWARD  H.  LYONS,  M.D. 

EDWARD  J.  MINEHAN,  D.O. 

EDWARD  T.  O’DONNELL,  M.D. 

CHARLES  L.  REESE,III,  M.D. 

GEORGE  D.  SKIADAS,  M.D. 


MGc5«^ATlOM^ 

ViJORK-eHoP 


No,  no,  Doctor,  it's  the  art  of  subtle  persuasion. 

American  Medical  Association 
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’’SIMPLY  THE  BEST  LOCATION 
IN  GREATER  WILMINGTON” 


The  recently  completed  Gilpin  Medical 
Office  Condominiums  are  located  where 
Wilmington’s  bustling  central  business  dis- 
trict meets  one  of  its  finest  and  fastest 
growing  residential  areas.  With  immediate 
access  to  1-95  and  Delaware  Avenue,  the 
condominiums  are  just  minutes  from  nearly 
every  major  business,  residential  and  med- 
ical district  in  Greater  Wilmington. 

When  you  take  a look  at  the  key  con- 
siderations in  purchasing  the  best  condo- 


Another HOLDINQ  COMPANY  Development 


minium  for  your  practice,  Gilpin  Medical 
offers  you  more. . .an  exceptional  location, 
class  A construction,  handsome  modern  de- 
sign with  well-appointed  common  areas, 
flexible  planning,  individual  utilities  with 
energy-efficient  heating  and  cooling,  com- 
plete handicap  accessibility,  elevators  and 
on-site  parking. 

Contact  Andy  Carota  or  Steve  Cantera 
at  655-1561  for  more  details. 


5 units  remaining 


In  Brief 


Impaired  Physician 
Program 


Call  Physicians 
Needed 


Living 
Arrangements 
For  People  with 
Disabilities 


Pediatrics  Seminars 


Reproductive 
Medicine  and 
Infertility 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302) 
6.54-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


Call  physicians  are  needed  at  the  Alfred  I.  du  Pont  Institute.  Hours  are  7 p.m.  to 
7 a.m.  Dinner  and  breakfast,  sleeping  accommodations,  and  white  coats  are  pro- 
vided. The  Institute’s  policy  wiU  cover  insurance.  Pediatricians  and  family  prac- 
titioners are  suggested  for  the  job.  Responsibilities  include  all  medical  problems. 
Contact  Harold  Marks,  M.D.,  at  651-5930  for  more  information. 


NEW  LIFE  IN  THE  NEIGHBORHOOL— Living  Arrangements  For  People  With 
Disabilities  is  the  topic  of  the  1986  Annual  Spring  Conference  sponsored  by  The 
Coordinating  Council  for  the  Handicapped  Child  of  Delaware,  Inc.,  Developmental 
Disabilities  Planning  Council,  and  Governor’s  Humane  Services  Cabinet  Council,  to 
take  place  April  10,  1-4  p.m.,  and  7-9  p.m.  and  April  11,  8:15  a.m.-2:30  p.m.  The 
purpose  of  the  conference  is  to  develop  a comprehensive  strategy  of  community 
living  arrangements  in  Delaware  for  people  with  disabilities.  Call  the  Coordinating 
Council  Office  at  654-6987  for  more  information  and  to  register.  The  conference 
will  take  place  at  Alfred  I.  duPont  Institute,  Rockland  Road,  Wilmington,  Delaware. 


The  American  Academy  of  Pediatrics’  spring  session  wiU  take  place  April  12-17,  1986, 
in  Orlando,  Florida  at  the  Buena  Vista  Palace.  Six  hours,  and  three  hour,  seminars 
and  workshops  are  available  for  $45-$90  fees.  The  program  meets  the  criteria  for 
hour-for-hour  credit  in  Category  I of  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association.  Registration  fees  are  $90  for  members  who  register 
before  March  14.  For  questions  relative  to  preregistration,  cal:  1-800-433-9016 
X7889. 


CURRENT  CONCEPTS  IN  REPRODUCTIVE  MEDICINE  AND  INFERTILITL- 
1986  is  the  title  of  a seminar  to  take  place  Wednesday,  April  2,  1986  at  the  John  M. 
Clayton  Hal,  University  of  Delaware,  Newark.  The  seminar  is  sponsored  by  Jefferson 
Medical  CoUege,  The  Medical  Center  of  Delaware,  Delaware  League  for  Planned 
Parenthood,  and  the  University  of  Delaware  CoUege  of  Nursing  under  the  direction 
of  Alvin  F.  Goldfarb,  M.D.  For  more  information,  contact  Sylvia  Brocka,  302-573- 
4400. 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules®  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Iiry.  Consult  the  package  literature  for  prescribing 

nd  Usage:  Ceclor'  (cefaclor.  Lilly)  is  indicated  In  the 

the  following  infections  when  caused  by  susceptible 

e designated  microorganisms 

piratofv  infections,  including  pneumonia  caused  by 

JS  pneumniae  (Diplococcus  pneumoniae).  Haemoph  ■ 

ae.  and  S pyogenes  (group  A beta-hemolytic 

I 

te  culture  and  susceptibility  studies  should  be 
I determine  susceptibility  of  the  causative  organism 

Don;  Ceclor  is  contraindicated  in  patients  with  known 
3 cephalosporin  group  of  antibiotics 
i PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
IBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
-INICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
ERGENICITY  OF  THE  PENICILLINS  AND  THE 
‘ ;«|5P0RINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
I 2 ^*0  REACTIONS.  INCLUDING  ANAPHYLAXIS, 
1 WjbRUG  CLASSES 

l^iics,  including  Ceclor,  should  be  administered  cautiously 
I Jfient  who  has  demonstrated  some  form  of  allergy, 

•'jiy  to  drugs 

•membranous  colitis  has  been  reported  with  virtually  all 
■'trurn  antibiotics  (including  macrolidcs.  semisynthetic 
. and  cephalosporins):  therefore,  it  is  important  to 
IS  diagnosis  in  patients  who  develop  diarrhea  in 
^>n  with  the  use  of  antibiotics  Such  colitis  may  range  in 
•Tom  mild  to  life-threatening. 

with  broad-spectrum  antibiotics  alters  the  normal 
. • J colon  and  may  permit  overgrowth  of  Clostridia  Studies 
' 3*®*  ® produced  by  Closmaium  Pifficile  is  one 
*^use  of  antibiotic-associated  colitis 
*'^ses  of  pseudomembranous  colitis  usually  respond  to 
“ntinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  (or  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out. 

Precautions;  General  Precautions  - If  an  allergic  reaction  to 
Ceclor ' (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  it  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  eg.  pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
tor  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maiiimum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor,  Lilly).  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  defected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0.18, 0,20. 0,21,  and  0 16  mcg/ml  at  two, 
three,  tour,  and  five  hours  respectively  Trace  amounts  were 
delected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman. 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gasiroiniestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment.  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  (^ases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor.  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy.  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SCOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  In  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  5(30)  or  abnormal  urinalysis  (less  than  1 in  200). 

(061782R1 


Note  Ceclor*  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
© 1984.  ELI  LILLY  AND  COMPANY 
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SPECIAL  REPORT:  ALTERNATE  DELEGATE 


Portland  1974  to  Washington,  D.C.  1985  are 
the  parameters  of  my  soujoum  as  a delegate  and 
alternate  delegate. 

During  this  time,  changes  that  our  state  of  Dela- 
ware sought  were  accomplished.  We  lost  a reso- 
lution seeking  at  least  two  delegates  for  every  state. 
However,  at  the  following  session,  alternate  dele- 
gates were  invited  to  share  the  delegates’  seats  in 
the  House  of  Delegates.  This  was  the  Speaker’s 
answer  to  our  argument  that,  heretofore,  in  single 
vote  states,  alternates  received  no  training.  Al- 
most simultaneously,  seating  was  reserved  for  al- 
ternates. 

As  time  went  on,  it  was  obvious  that  state  presi- 
dents were  in  attendance  but  not  functional  in  the 
activities  of  the  House.  Again  it  was  Delaware’s 
resolution  which  made  the  difference  that  now  al- 
lows the  president  of  each  state  to  be  a second 
alternate. 

In  Washington,  D.C.  at  Interim  85,  our  reso- 
lutions were  passed:  to  ask  the  AMA  to  intensify 
efforts  to  increase  public  awareness  of  the  dele- 
terious effects  of  Medicare  fee  freeze,  to  continue 
accessibility  to  physicians  of  the  patient’s  choice, 
and  to  remove  “restraints”  from  the  language  of 
the  Joint  Commission  on  Accreditation  of  Ho.spitals. 

I would  like  to  express  my  gratitude  to  all  of 
my  colleagues  throughout  the  state  of  Delaware. 
You  granted  me  a privilege  and  supported  my 
efforts;  a privilege  which  enriched  my  life  and  gave 
me  a picture  of  the  vastness  of  the  medical  care 
problems,  and  an  insight  into  the  scope  of  the 
AMA’s  involvement  in  making  medical  care  better 
for  each  patient  and  each  physician. 

Being  in  the  House  of  Delegates  is  an  experience 
that  I wish  all  could  share.  Think  of  it!  Without 
hesitation,  I have  given  patients  names  of  other 


members  of  the  House  to  call  on  when  my  patients 
are  visiting  in  cities  across  the  United  States.  I 
have  called  on  and  been  invited  to  stay  with  these 
same  members  of  the  House.  Conferring  by  phone 
is  highly  acceptable. 

One  thing  no  one  can  share  is  the  warm  asso- 
ciation that  develops  between  delegates  and  alter- 
nates. I enjoyed  working  with  Henri  Wendel, 
Joe  Belgrade  and  Roger  Thomas.  Henri  and  Joe 
were  solid  companions  though  the  association  was 
all  too  brief.  Roger  and  I shared  our  AMA  duties, 
obligations  and  activities  for  a long  time.  It  was 
a bond  that  has  enriched  my  life,  and  I hope  those 
who  follow  can  enjoy  the  same  wonderful  friend- 
ships. 

Roger  Thomas  and  I,  recently  at  Interim  85,  in 
Washington,  D.C.,  shared  a most  unusual  couple 
of  hours.  We  were  courted  by  the  heads  of  the 
AMA  (yes,  I mean  courted,  though  we  represented 
only  one  vote.)  Dr.  Sammons,  Dr.  Hotchkiss,  Dr. 
Harrison  Rogers  and  their  staff  gave  us  this  atten- 
tion because  we  represented  a state  interested,  by 
popiJar  vote,  in  becoming  a unified  state.  The 
reason  for  this  attention  is  embodied  in  the  Congress 
and  in  our  General  Assembly,  when  high  percentage 
of  membership  can  be  enlisted  as  a force  to  aid 
Congress  and  our  General  Assembly  in  their  policy 
making. 

This  has  been  a most  enjoyable  and  satisfying 
twelve  years  from  which  I am  retiring.  Some  of 
you  will  have  similar  opportunities  but  not  all  can 
have  these  same  experiences.  I hope  through  my 
pen  and  my  actions  I have  helped  to  pay  back 
in  some  small  measure  to  you  all  for  the  trust  and 
experience  you  have  made  possible  for  me. 

Rhoslyn  Jones  Bishoff,  M.D. 

Dr.  Bishoff  has  served  as  delegate  and  then  as  alternate  delegate 
to  the  AMA  House  of  Delegates  from  1974  to  1985. 
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REASONABLE  COST  AND  EFFICIENCY  ARE  THE  GOALS 


Where  do  we  stand  in  relation  to  good  medical 
care  at  reasonable  and  efficient  costs.  I’m  afraid 
that  there  are  more  problems  than  solutions,  but 
perhaps  knowing  the  problems  is  a start  toward 
finding  a solution.  I would  like  to  discuss  some 
of  the  factors  creating  these  costs. 

General  inflation  and  an  increase  in  the  popu- 
lation have  accounted  for  two-thirds  of  the  in- 
crease in  health  care  expenditures.  There  is 
little  that  can  be  done  to  reduce  the  impact  of 
either  of  these  factors.  On  the  other  hand,  the 
cost  of  medical  care  has  increased  more  than 
the  general  price  index  over  the  past  years.  I 
suggest  with  appropriate  intervention  this  rate 
of  increase  can  be  reduced. 

Technology  is  here,  will  continue  to  develop 
and  cannot  be  ignored.  It  does,  as  it  becomes 
more  sophisticated,  involve  a larger  jump  in 
cost.  For  instance  magnetic  resonance  imaging 
has  been  developed  and  it  is  vastly  superior  to 
even  the  CAT  scan  in  many  instances.  It  has 
clear  advantages  in  what  it  will  uncover  in  dis- 
ease and  does  not  involve  radiation.  Unfortun- 
ately, the  magnet  alone  costs  in  the  neighbor- 
hood of  one  million  dollars.  As  even  other  ad- 
vances are  made,  their  costs  versus  their  useful- 
ness will  bring  further  economic  strain.  We 
cannot  deny  these  to  patients,  but  somehow, 
someway,  a means  must  be  developed  to  use 
them  wisely  and  efficiently.  There  will  be  guide- 
lines developed,  I’m  sure,  as  these  procediues 
become  part  of  the  medical  armamentarium.  It 
is  important  that  hospitals  encourage  physicians 
to  justify  studies,  consultations,  and  procedures 
with  appropriate  documentation.  It  is  also  im- 
portant that  physicians  know  the  hospital  costs 
that  their  patients  incur. 


Hand  in  glove  with  medical  technology  is 
defensive  medicine.  A generation  of  physicians 
has  been  taught  to  defend  itself  against  the 
present  legal  system,  and  as  much  as  30  percent 
of  the  present  cost  of  medicine  is  laid  at  the  door 
of  avoiding  malpractice.  Unless  there  are  major 
changes  in  the  public’s  way  of  looking  at  all  tort 
and  product  liability  and  unless  there  are 
changes  in  our  present  legal  system,  defensive 
medicine  will  continue  to  be  a major  cost  fac- 
tor. The  litigious  nature  of  the  public  com- 
bined with  the  jury  system  has  wreaked  more 
havoc  with  costs  than  the  advantages  which 
have  accrued  to  the  injured.  Perhaps  the  cure 
will  be  in  the  area  of  federal  legislation.  It  is 
thought  that  there  might  be  a federal  system 
similar  to  our  workers’  compensation  program. 

First-dollar  coverage  is  a very  expensive  type 
of  medical  insurance,  and  yet  it  is  promulgated 
by  unions  and  employer  groups,  with  all  seg- 
ments of  consumers  footing  the  bill.  Here  the 
public  and  business  world  must  take  the  initia- 
tive in  accepting  a less  expensive  type  of  care. 
One  of  the  means  of  doing  this  is  offering  deduc- 
tibles and  co-insurance  coupled  with  catastrophic 
coverage. 

The  consumer’s  ability  to  enter  the  medical 
service  is  another  factor  raising  the  costs.  Abuses 
must  not  be  tolerated,  and  social  as  well  as  eco- 
nomic factors  must  be  brought  to  bear.  The 
medical  dialogue  is  finite  and  can  not  be  used 
in  wasteful  ways.  Different  types  of  prepaid 
medical  care  such  as  HMOs  and  IPAs  are  now 
available  and  have  proven  to  be  popular  and 
effective  in  rendering  good  care  at  reduced  costs. 
Competition  among  these  plans  will  be  very 
beneficial  in  keeping  down  total  expenditures. 
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The  proliferation  of  medical  providers  has  also 
increased  costs.  Those  seeking  a part  of  the 
health  dollar  are  rapidly  leeching  away  the  funds 
available.  Some  of  these  disciplines  are  offer- 
ing care  that  is  questionable  to  say  the  least. 

Furthermore,  in  the  physician  field,  overpro- 
duction will  lead  to  more  usage,  and  it  is  felt 
that  a reduction  in  medical  trainees  is  in  order. 
It  has  been  estimated  that  one  physician  in  one 
year  generates  one  hundred  thousand  dollars 
worth  of  medical  care  costs;  therefore,  one 
hundred  physicians  generate  ten  million  dollars, 
and  a thousand,  one  hundred  million  dollars. 

Unhealthy  lifestyles,  namely  obesity,  smoking, 
drinking,  poor  nutrition,  and  unwise  use  of  motor 
vehicles,  all  add  not  only  to  time  lost  in  busi- 
ness but  are  prime  causes  of  wasted  medical 


funds.  These  are  social  problems  and  must  be 
attacked  through  social  means. 


I hope  these  few  thoughts  may  point  the  way 
toward  a solution  to  the  problem  of  rapidly  in- 
creasing health  costs  so  that  the  public  will  be 
able  to  enjoy  efficient  and  economical  health 
care. 
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Walk  from  your  office 
to  the  Qiristiana  Hospital... 


without  walking  outside. 


Your  office  in  the  new 
Medical  Arts  Pavilion  at  the 
Christiana  Hospital  has  direct 
access  to  the  hospital  through 
a 200-foot  climate-controlled 
corridor.  No  other  medical 
office  building  in  Delaware 
can  offer  you  this  unique 
convenience. 


The  Medical  Arts 
Pavilion  at  the  Christiana 
Hospital  has  been  designed 
expressly  for  medical  office 
use.  No  detail  has  been 
overlooked  in  meeting  your 
specific  requirements,  from 
open  space  for  interior  design 
flexibility  to  state-of-the-art 
climate  control  and  security 
systems. 


A limited  number  of 
condominium  office  suites 
are  still  available  for 
physicians  directly  associated 
with  Christiana  Hospital.  For 
information,  call  Leigh 
Johnstone,  Gilpin  Allegheny 
Realty  Co.,  302/652-2002. 
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ASBESTOS  ASSOCIATED 
DISEASE  OF  THE 
LUNG  AND  PLEURA 


Joseph  F.  Kestner,  Jr.,  M.D. 


In  recent  years  no  occupational  health 
hazard  received  more  public  attention  than 
has  asbestos.  Rarely  a week  passes  without  a 
report  in  the  news  media  regarding  a public 
health  issue  involving  asbestos,  or  the 
current  state  of  litigation  concerning  alleged 

Dr.  Kestner  is  a pulmonary  specialist  in  private  practice  in  Wilmington. 
Dr.  Daily  is  an  attending  radiologist  at  The  Medical  Center  of  Delaware. 
Dr.  Parker  is  an  attending  pathologist  at  The  Medical  Centerof  Delaware. 


asbestos-related  disease.  Asbestos  insulation 
in  schools  and  other  public  buildings  poses  a 
potential  risk  to  students,  teachers  and 
administrators. 

This  hazard  is  related  to  fiber  release  and 
fiber  levels.  ^ 

No  documented  ill  effects  have  occurred 
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from  such  low  level  exposure  but,  on  the  other 
hand,  there  is  no  evidence  for  a threshold  or 
safe  dose. 2 Hughes  and  Weil,  using 
mathematical  models,  have  attempted  to 
estimate  the  potential  risk  to  students 
enrolled  in  schools  containing  asbestos 
products. 3 At  low  concentration  levels  of 
asbestos  this  risk  theoretically  appears  to  be 
very  low. 

Media  interest  peaked  in  August  1982  when 
the  Manville  Corporation,  the  world’s  largest 
asbestos  company,  filed  for  reorganization 
and  protection  under  Chapter  11  of  the 
Federal  Bankruptcy  Code.  The  Manville 
Corporation  was  then  involved  in  more  than 
16,000  lawsuits  relating  to  the  health  effects 
of  asbestos,  and  this  number  was  increasing 
by  500  a month.  A fascinating, 
comprehensive  review  of  the  litigation 
directed  at  the  manufacturers  of  asbestos 
products  has  recently  been  published.^ 

Acceptance  of  the  pathogenicity  of 
asbestos  came  slowly,  but  it  did  come.  The 
occurrence  of  a fibrotic  pulmonary  reaction  to 
asbestos  dust  was  established  in  the  late 
1920s.  The  association  of  carcinoma  of  the 
bronchus  with  exposure  to  asbestos  was 
recognized  in  the  1950s.  By  the  mid  1960s  it 
was  clear  that  malignant  mesothelioma 
could  result  from  asbestos  exposure.  The 
evidence  is  now  overwhelming  that  exposure 
to  asbestos  produces  a wide  spectrum  of 


diseases  of  the  pleura  and  lung.^  This  paper 
deals  with  those  diseases  of  the  lung  and 
pleura  known  to  be  associated  with 
occupational  asbestos  exposure. 

A sbestos 

Asbestos  is  the  name  given  to  a number  of 
naturally  occurring  fibrous  silicates  with  the 
common  property  of  great  resistance  to 
destruction  by  chemical  and  physical 
means.®  Asbestos  is  divided  on  the  basis  of 
mineralogic  features  into  two  groups:  the 
serpentines  and  amphiboles.  Chrysotile,  the 
only  serpentine  of  commercial  importance,  is 
composed  of  pliable,  curly  fibers;  the 
amphiboles  are  straight,  needle-like  fibers.'^ 
Crocidolite,  amosite  and  anthophyllite  are 
the  amphiboles  of  major  importance.  More 
than  90  percent  of  the  world’s  production  of 
asbestos  consists  of  chrysotile.® 

Commercial  asbestos  production  began  in 
Italy  in  approximately  1850  in  the  making  of 
paper  and  cloth.®  Later  in  the  1800s  mining 
began  on  a large  scale  in  Canada  and  South 
Africa.  The  industrial  revolution  furnished 
an  immediate  stimulus  to  the  asbestos 
industry  through  the  need  for  packing  and 
insulation.  During  and  following  World  War 
II  world  production  and  consumption  of 
asbestos  increased  in  a spectacular 
fashion.® 

Asbestos  is  not  combustible.  It  provides 


FIGURE  1 

Typical  asbestos  body  in 
fibrotic  lung.  Characteristic 
core  fiber  is  discernible 
beneath  bead-like  surface 
deposits  of  protein  and  iron- 
containing  compounds; 
hence,  “ferruginous”  body. 
(H-t-E,  X 480). 
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tensile  strength  and  moldability  as  well  as 
resistance  to  heat  and  corrosion.  It  is  an 
efficient  thermal,  acoustic  and  electrical 
insulator.  Chrysotile  can  be  spun  into 
cloth.®’'^  Modern  industrial  societies  have 
found  thousands  of  uses  for  this  remarkable 
substance.  In  the  United  States  it  has  been 
widely  used  as  thermal  and  electrical 
insulation,  in  asbestos  cement  pipes  and 
sheeting,  in  flooring  and  roofing  products 
and  as  packing  and  gaskets.  Various 
naturally  occurring  and  man-made 
substances  have  been  developed  as 


country  has  dropped  substantially  during 
this  decade,  because  of  the  long  latency 
period  asbestos  associated  disease  can  be 
expected  to  be  seen  for  at  least  the  next  20  or 
30  years. 

The  histologic  hallmark  of  exposure  to 
asbestos  is  the  ferruginous  body.'^’^^  These 
structures  are  yellow-brown  in  color,  and 
measure  20  to  150  microns  in  length  and  two 
to  five  microns  wide  with  clubbed  ends  and  a 
segmented  or  beaded  appearance.^  (Figure  1) 
F erruginous  bodies  consist  of  fibers  coated  by 


FIGURE  2 

Advanced  bilateral  thickening 
(arrows).  Costophrenic  angles 
are  spared. 


substitutes  for  asbestos,  but  none  provide  all 
the  desired  characteristics  and  properties  of 
asbestos,  and  many  of  the  manufactured 
substitutes  are  comparatively  expensive.^ 

In  1978,  the  Secretary  of  Health,  Education 
and  Welfare  estimated  that  11  million  U.S. 
workers  were  at  risk  for  asbestos-related 
diseases.  “ Persons  employed  in  naval  and 
civilian  shipyards  during  and  following 
World  War  II,  insulators  and  many 
individuals  who  worked  in  the  construction 
trades  and  in  the  chemical  industry  are 
considered  at  risk  for  having  occupational 
asbestos  exposure.  The  latency  period  for  the 
development  of  much  asbestos  related 
disease  is  long,  usually  20  years  or  more.^’'^ 
Although  the  consumption  of  asbestos  in  this 


complexes  of  hemosiderin  and  glyco  proteins, 
and  are  thought  to  be  formed  by  engulfing 
macrophages.^  They  can  be  found  in  the 
general  population  as  well  as  in  lungs  of 
asbestos  workers.  Ferruginous  bodies  in 
human  lungs  almost  always  have  asbestos  as 
a core.i^  The  number  of  uncoated  fibers  in  the 
lung  greatly  exceeds  the  number  of 
ferruginous  bodies  present.  Special 
techniques  including  phase  or  electron 
microscopy  are  required  to  demonstrate 
uncoated  fibers.^  Using  these  techniques 
large  numbers  of  uncoated  fibers  can  be 
found  in  the  lungs  of  non-occupationally 
exposed  urban  dwellers. 

A definite  pathogenic  “fiber  gradient” 
exists  among  the  types  of  asbestos.  The 
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amphiboles,  particularly  crocidolite,  have 
greater  carcinogenic  and  fibrogenic 
potential;  this  is  greatest  for  mesothelioma.^^ 
It  is  believed  that  the  dimensions  of  retained 
fibers  in  the  lungs  are  more  important  in 
carcinogesis  than  their  chemical 
composition.  Amphiboles  penetrate  deeply 
into  the  lung  and  are  relatively 
indestructible.  Chrysotile  may  not  penetrate 
as  deeply  and  those  fibers  which  do  penetrate 
are  more  susceptible  to  natural  elimination 
and  dissolution.  2 It  has  been  demonstrated 
that  chrysotile  fibers  tend  to  drain  toward  the 
pleura.  In  pleural  plaques  fibers  of  short 
chrysotile  type  can  be  demonstrated  by 
electron  microscopy.  The  occurrence  of 
disease  is  influenced  not  only  by  the  type  and 
dimensions  of  fibers,  but  also  by  duration  of 
exposure  and  concentration  of  fibers.!^ 

Pleural  Thickening  Plaques  and  Calcification 

Pleural  plaques  are  the  most  common 


FIGURE  3A 

A.  Well-developed  bilateral  pleural  plaques 
(arrows). 


radiographic  manifestations  of  asbestos 
exposure.  They  appear  most  commonly  as 
bilateral  irregular  thickenings  laterally 
adjacent  to  the  inner  surface  of  the  mid  and 
lower  ribs.  An  example  is  seen  in  Figure  2, 
which  is  the  chest  radiograph  of  a man  who 
had  worked  for  30  years  as  a millwright  in  a 
chemical  plant  where  he  was  exposed  to 
asbestos.  The  man  whose  chest  film  is 
pictured  in  Figure  3 A had  worked  as  an 
electrician  in  a machine  shop  and  shipyard. 
Seven  years  later  he  developed  a large  left 
pleural  effusion,  (see  Figure  3B)  which,  when 
evaluated,  was  found  to  be  associated  with  a 
malignant  mesothelioma. 

These  plaques  occur  grossly  as  discrete, 
raised,  gray-white  lesions  on  the  inner 
surface  of  the  rib  cage  and  central  tendinous 
portion  of  the  diaphragm,  The  apices  and 
costophrenic  angles  are  spared. 
Histologically  (see  Figure  4)  pleural  plaques 
consist  of  fibers  of  collagen  arranged  parallel 


FIGURE  3B 

B.  Seven  years  after  A,  large  left  pleural 
effusion.  Note  fine  reticular  opacities  at  right 
lung  base. 
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to  the  pleural  surface,  giving  a basket  weave 
appearance.  The  deeper  layers  contain  some 
fibroblasts  and  sometimes  a few  lymphocytes 
and  plasma  cells.®  Rarely  plaques  are  present 
on  the  visceral  pleural  surface. 

Although  the  exact  mechanism  of 
development  of  pleural  plaques  is  unknown, 
the  pathogenesis  generally  accepted  is  that 
postulated  by  Hillerdal.i®  After  inhalation, 
small  asbestos  fibers  spread  toward  and 
penetrate  the  visceral  pleura.  There  they 
follow  the  normal  lymph  flow  from  the 
pleural  space  into  the  parietal  pleura.  Some 
fibers  remain  in  macrophages  in  the  parietal 
pleura  causing  a low  grade  stimulation  of 
submesothelial  fibroblasts,  resulting 
eventually  in  pleural  plaque. 

Multiple  studies  have  demonstrated  the 


FIGURE  4 

Typical  fibrous  pleural  plaque.  Dense 
hyalinized,  relatively  acellular  strands  of 
fibrocollagen  arranged  in  a basket-weave 
pattern.  There  is  a partial  surface  lining  of 
mesothelial  cells.  (H+E,  x 48). 


FIGURE  5 

Large  irregular  calcified  pleural  plaques 
viewed  en  face.  Lobulated  smaller 
diaphragmatic  plaques  and  costal  calcified 
pleural  plaques. 

relationship  between  pleural  plaques  and 
asbestos  exposure. This  exposure  may 
be  occupational,  environmental  or 
domestic.  Pleural  abnormalities  related  to 
asbestos  may  progress  even  after  the 
exposure  has  ceased.^^  Because  of  its  striking 
appearance,  pleural  calcifications  (Figure  5) 
were  noted  and  described  before  non-calcified 
pleural  plaques.  It  is  now  recognized  that 
pleural  calcification  occurs  late,  being 
uncommonly  seen  before  20  years  from  the 
onset  of  exposure.  It  also  seems  that  the 
extent  of  calcification  increases  with 
duration  of  exposure  and  that  total  amount  of 
exposure,  as  well  as  lapsed  time  from  onset  of 
exposure,  are  of  importance. 

Standard  PA  chest  radiographs  are  not 
particularly  sensitive  to  the  detection  of 
pleural  abnormalities.  This  has  been 
demonstrated  by  autopsy  studies  of  pleural 
abnormalities  and  radiographic  studies 
correlated  in  the  same  population. The  use 


Df:l  Mnn  Jrl,  March  1986 — Vol.  58,  No.  3 


165 


Asbestos  Associated  Disease  of  the  Lung  and  Pleura — Kestner 


of  oblique  chest  radiographs  (Figure  6)  has 
been  recommended  to  increase  diagnostic 
efficiency  of  pleural  abnormalities  in 
asbestos-exposed  populations. CT 
scanning  (Figure  7)  is  also  significantly  more 
sensitive  in  detecting  and  differentiating 
pleural  abnormalities  in  asbestos  induced 
pleural  disease. 

Lateral  pleural  plaques  must  be 
differentiated  from  other  anatomic  shadows 
on  the  PA  chest  radiograph.  Chest  wall 
muscles,  extra  pleural  fat,  “companion 
shadows”,  rib  fracture  callus  and  pleural 
metastases  all  may  mimic  pleural  plaques. 
Oblique  chest  radiographs  and  CT  scan  help 
differentiate. 

Bilateral  pleural  thickening  correlates 
highly  with  asbestos  exposure.  In  a recent 
study  of  admission  chest  x-rays  of  824 
patients,  bilateral  pleural  thickening  was 
seen  in  6.2  percent.  Of  these,  67  percent  had  a 
history  suggesting  occupational  or 
environmental  exposure  to  asbestos.  If  those 
individuals  with  known  medical  or  surgical 
etiologies  of  pleural  thickening  were 
excluded,  the  predictive  value  of  bilateral 
pleural  thickening  for  previous  asbestos 
exposure  would  increase  to  81  percent. 

Seven  patients  were  recently  described 
with  an  unusual  type  of  asbestos  induced 
pleural  disease.^^  These  patients  had  chest 
wall  restriction  caused  by  pleural  fibrosis. 
They  had  severe  asbestos  exposure. 


FIGURE  6 

Right  anterior  oblique  view 
shows  diffuse  left  pleural 
thickening  with  calcified 
plaques.  Bilateral  calcified 
diaphragmatic  pleural  plaques 
are  present  (arrows). 


FIGURE  7 

Computed  tomogram  of  lower 
thorax  showing  calcified 
pleural  plaques  (arrows). 
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prominent  pleural  disease  radiographically, 
and  pulmonary  function  studies  indicating 
restrictive  impairment.  Five  patients  had 
carbon  dioxide  retention;  four  had  died.  In 
five  patients  examined,  there  was  minimal  or 
no  parenchymal  fibrosis  in  three  and  less 
severe  involvement  of  the  parenchyma  than 
of  the  pleura  in  the  other  two. 

Benign  Pleural  Effusion 

Case  1:  This  54  year  old  man  was  admitted 
to  the  hospital  with  a two  day  history  of 
dyspnea  and  pleuritic  chest  pain.  He  smoked 
at  least  a pack  of  cigarettes  daily.  He  worked 
as  an  electrician  and  had  been  exposed  to 
asbestos  in  that  occupation.  Physical 
findings  indicated  a left  pleural  effusion.  His 
admission  chest  x-ray  confirmed  these 
findings.  At  thoracentesis  cloudy  yellow 
fluid  was  characterized  as  an  exudate  with 
elevated  protein  and  LDH  content.  Cultures 
of  the  fluid  were  negative;  cytologic 
examination  indicated  no  malignant  cells. 
Needle  biopsy  of  the  pleura  showed  chronic 
inflammation.  A chest  radiograph  eighteen 
months  later,  taken  at  the  time  of  admission 
for  back  pain,  indicated  no  pleural  effusion, 
but  demonstrated  linear  calcification  along 
the  left  diaphragmatic  pleura.  During  that 
admission  pleuritic  chest  pain  recurred  and  a 
chest  radiograph  indicated  recurrence  of  the 
left  pleural  effusion.  The  pleural  fluid  was 
again  an  exudate  with  negative  cultures  and 
cytology;  needle  biopsy  of  the  pleura  was 
non-specific.  Since  that  admission,  the 
effusion  has  spontaneously  cleared  and 
recurred  on  several  more  occasions.  Because 
of  the  absence  of  a specific  diagnosis,  a 
thoracotomy  was  done  revealing  a 
chronically  inflamed  pleura  with  no  evidence 
of  infection  or  malignancy. 

In  1965,  Eisenstadt  described  two  asbestos 
workers  with  recurring  pleural  effusions  and 
benign  abnormalities  of  the  pleura  at 
thoracotomy. Gaensler  and  Kaplan 
emphasized  this  association  of  “idiopathic” 
pleural  effusion  occurring  in  persons  with 
asbestos  exposure  when  they  reported  twelve 
such  cases  in  1971.33  In  one  of  these  patients 
mesothelioma  was  recognized  nine  years 
after  the  first  documented  effusion. 


The  history  of  exposure  to  asbestos  may  be 
relatively  short  and  not  readily  recognized. 
Benign  asbestos  effusions  are  defined  by  the 
following  criteria:  (1)  exposure  to  asbestos;  (2) 
confirmation  by  roentgenogram,  or 
thoracentesis;  (3)  no  other  disease  related  to 
pleural  effusions;  and  (4)  no  malignant  tumor 
within  three  years. 3^ 

The  clinical  features  may  vary  from  an 
asymptomatic  person  who  has  an  effusion 
detected  in  a radiographic  screening  survey, 
to  an  acutely  ill  patient  with  fever,  chest  pain 
and  leukocytosis.  The  effusions  may  be 
transient  and  recur;  they  may  occur 
bilaterally,  either  simultaneously  or 
sequentially.  The  fluid  is  an  exudate  and  may 
be  bloody,  it  needs  to  be  emphasized  that 
this  diagnosis  is  one  of  exclusion; 
mesothelioma  and  carcinoma  particularly 
need  to  be  considered  and  excluded.  It  is 
Preger’s  opinion  that  this  diagnosis  is 
“fraught  with  hazard”;  that  it  not  be  made 
without  long  term  follow-up  to  ensure  that 
complete  resolutions  of  single  or  multiple 
episodes  have  occurred. 3s  It  is  pointed  out 
that  an  effusion  may  be  present  for  months  or 
years  before  culminating  in  a diagnosis  of 
mesothelioma.  A thoracotomy  is  often 
necessary  to  exclude  a specific  diagnosis. 

Diffuse  Parenchymal  Fibrosis  A sbestosis 

Case  2:  This  52  year  old  man  complained  of 
dyspnea  with  exertion  especially  on  hills  or 
steps;  he  denied  cough.  He  had  smoked 
cigarettes  for  twenty  years  but  stopped.  For 
approximately  thirty  years  he  worked  with 
asbestos,  mixing,  treating  and  curing  the  raw 
material,  preparing  it  for  fabrication. 
Physical  examination  demonstrated  obesity 
and  the  presence  of  bibasilar  inspiratory 
rales.  His  chest  x-ray  (Figure  8)  showed 
bilateral  linear  interstitial  densities,  greater 
on  the  left,  and  a shagginess  at  the  left  heart 
border.  His  vital  capacity  was  60  percent  of 
that  predicted.  Still  working,  although  not 
with  asbestos,  he  has  observed  progressive 
dyspnea  and  slowly  progressive  diminution 
in  his  lung  function. 

Although  one  respected  authority  uses  the 
term  asbestosis  in  a broader  sense  to  include 
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FIGURE  8 

Case  #2  - Bibasilar  lung 
interstitial  densities  due  to 
pulmonary  fibrosis.  Note  the 
irregular,  “shaggy”  heart 
border. 


all  non-malignant  asbestos  related  disease  of 
the  lung  and  pleura,^®  asbestosis  actually 
refers  to  the  diffuse  interstitial  parenchymal 
fibrosis  of  the  lung  and  visceral  pleura.  The 
term  asbestosis  should  be  limited  to  this 
specific  pathologic  process.^® 

Clinically  asbestosis  is  characterized  by 
exertional  dyspnea  and  cough.  Basilar 
crepitations  occurring  late  in  inspiration  are 
the  most  characteristic  physical  sign. 
Clubbing  of  the  fingers  and  toes  occurs  less 
often.  Tests  of  lung  function  frequently  show 
a restrictive  pattern  with  reduced  vital 
capacity  and  decrease  in  diffusing  capacity. 
Reduced  arterial  PO  2 and  increased  alveolar- 
arterial  oxygen  gradient  may  occur  early 
with  exercise,  but  later  at  rest.^® 

The  radiographic  picture  of  asbestosis  is 
non-specific,  closely  resembling  that  of 
idiopathic  interstitial  pulmonary  fibrosis. 
Associated  pleural  disease  may  suggest  the 
diagnosis  of  asbestosis.  The  x-ray  changes 
begin  and  are  usually  more  prominent  in  the 
lower  lung  zones.  They  are  seen  as  small 
irregular  opacities;  septal  lines  may  be 
present.  In  late  stages  honeycombing  may 
occur  and  at  times  a shaggy  cardiac 
silhouette  may  be  seen.^^  Radiological 
changes  of  asbestosis  may  progress  even 
after  asbestos  exposure  has  ceased. On  the 


other  hand,  histologic  evidence  of  interstitial 
disease  may  be  present  with  a normal  chest  x- 
ray.3'^ 

Initially  the  fibrotic  lesion  is  found  in  and 
around  the  respiratory  bronchioles  and 
alveolar  ducts.  The  fibrosis  progresses  in  a 
centrifugal  manner,  so  that  increased 
numbers  of  respiratory  units  become 
involved.  Asbestos  fibers  tend  to  accumulate 
in  the  lower  lobes  and  adjacent  to  the  visceral 
pleura.  Fibrosis  is  usually  prominent  in  these 
regions  and  the  pleural  surfaces  of  these  lobes 
are  thickened.  Histologically,  except  for  the 
presence  of  ferruginous  bodies,  the  lesion  is 
indistinguishable  from  that  of  non-specific 
interstitial  fibrosis.  Fibrosis  may  progress  in 
the  absence  of  continued  exposure  to 
asbestos.  The  pathogenesis  of  asbestosis  in 
humans  is  unknown.  Hypothetical 
mechanisms  which  may  have  a role  in  the 
pathogenesis  include  macrophages  and 
leukocytes  containing  lysosomal  enzymes 
and  fibrogenic  factors,  oxygen  free  radicals, 
complement,  and  their  interaction.’^ 

The  diagnosis  of  asbestosis  is  based  on  an 
exposure  history,  the  presence  of  exertional 
dyspnea,  basilar  crepitations,  restrictive 
pulmonary  impairment  and  the  radiographic 
features  of  interstitial  fibrosis.  The  more 
criteria  that  are  present  in  a specific  case,  the 
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stronger  the  diagnosis.  Frequently  a biopsy 
will  not  be  necessary  to  establish  a diagnosis. 
However,  in  borderline  situations  or  in 
compensation  cases,  a tissue  diagnosis  may 
be  required. 

There  is  no  effective  treatment  for 
asbestosis.  Treatment  for  co-existing  airways 


FIGURE  9 

Case  #3  - Large  lobulated  perihilar  mass  lesion. 
Note  bibasilar  interstitial  lung  opacities. 


obstruction  and  intercurrent  infection  is 
important.®  Although  there  is  no  real 
evidence  to  suggest  that  removing  the  person 
from  asbestos  exposure  has  any  'real 
influence  on  the  outcome,  once  the  diagnosis 
is  suspected,  the  employee  should  be 
immediately  protected  against  any 
additional  exposure.  It  is  known  that  the 
disease  may  progress  following  removal  from 

exposure.  24, 36 

Lung  Carcinoma 

Case  3\  This  61  year  old  man  presented 
with  increasing  left  sided  chest  pain.  He  had 
been  a heavy  cigarette  smoker,  but  had 
stopped  three  years  prior  to  this  illness.  For 
at  least  twenty  years,  he  had  supervised  the 
molding  and  fabrication  of  corrosion 
resistant  containers  from  asbestos  and 
resins.  Examination  showed  basilar  rales 
and  early  finger  clubbing.  His  chest  x-ray 
revealed  a left  hilar  mass . (Figure  9)  Findings 
at  bronchoscopy  were  equivocal  but  at 
thoracotomy  an  adenocarcinoma  was  found, 
and  mediastinal  lymph  nodes  were  positive 
for  tumor.  (Figure  10)  He  died  approximately 
six  weeks  following  surgery. 

Case  4\  This  56  year  old  man,  brother  of 
case  #3  presented  with  hemoptysis  and  chest 
discomfort.  He  had  been  a modest  cigarette 
smoker,  but  had  stopped  ten  years  prior  to 
admission.  He  had  worked  for  approximately 
thirty-five  years  sanding,  grinding  and 


FIGURE  10 

Case  #3  - Adenocarcinoma  of 
the  lung  in  a patient  with 
asbestosis.  Arrows  indicate 
asbestos  bodies  within  fibrotic 
stroma  infiltrated  by  neoplastic 
glandular  structures.  (H+E,  x 
120). 
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drilling  asbestos  containing  products.  His 
chest  radiograph  revealed  an  abnormality 
that  was  difficult  to  see  on  PA  view,  but 
which  was  easily  seen  on  lateral  and  oblique 
views.  (Figure  11)  Bronchoscopy  was 
negative.  At  thoracotomy  a tumor  was  found 
involving  the  pleura  and  chest  wall,  which 
histologically  was  adenocarcinoma.  He 
received  radiation  therapy  to  his  left  chest, 
but  died  seven  months  later.  At  autopsy 
widespread  metastatic  carcinoma  was  found. 
In  addition,  tissue  from  both  lungs  showed 
areas  of  fihrosis  with  numerous  ferruginous 
bodies. 

Multiple  epidemiologic  studies  have 
established  an  association  between 
occupational  exposure  to  asbestos  and  the 
development  of  lung  carcinoma.  This 

association  is  now  accepted  as  being  causal 
in  nature.^  Among  a large  group  of  asbestos 
workers  the  mortality  from  lung  cancer  is 
approximately  20  percent. A dose-response 
relationship  between  the  cumulative  dose  of 
asbestos  and  the  development  of  lung 
carcinoma  is  acknowledged.^  There  is 
usually  a latency  period  of  15-35  years 
between  initial  exposure  and  onset  of 
disease.^^ 

The  high  prevalence  of  cigarette  smoking 
among  asbestos  workers  has  made  it  difficult 
to  clarify  the  relative  contribution  of  asbestos 
exposure  and  cigarette  smoking  to  this 
excess  mortality.  Information  from  a large 
cohort  study  of  asbestos  insulation  workers 
has  helped  to  define  these  relative 
contributions.  If  the  risk  for  a non-smoking, 
non-exposed  person  is  one  then  the  risk  for  a 
non-smoking  occupationally  exposed 
individual  is  approximately  five.  The  risk  is 
ten  for  smokers  without  asbestos  exposure 
and  approximately  50  for  smokers  who  have 
occupational  exposure.'*'*  Interestingly,  the 
additional  risk  for  lung  cancer  from 
occupational  asbestos  exposure  is  the  same 
(a  factor  of  5)  in  both  the  non-smoking  and 
smoking  groups. 

The  clinical  presentation,  radiographic 
appearance,  and  prognosis  of  asbestos 
workers  with  lung  cancer  are  no  different 


from  other  patients  with  the  turner.^  The 
asbestos-associated  lung  cancers  do  tend  to 
occur  in  the  lower  lobes  and  at  peripheral 
sites.  This  observation  correlates  with  the 
distribution  of  the  prominent  lung  fibrosis. 
Although  this  observation  fits  well  with 
current  pathophysiologic  thinking,  a recent 
report  describing  significantly  more 
asbestos-related  lung  carcinomas 
originating  in  the  upper  lobes  questions  its 
validity.'*®  In  the  presence  of  interstitial 
fibrosis  or  multiple  pleural  plaques,  the 
radiographic  detection  of  lung  carcinoma 
may  be  difficult.  Oblique  films,  conventional 
tomography,  or  CT  may  be  useful  to  delineate 
a parenchymal  mass  in  such  situations.*®  It 
has  been  claimed  that  adenocarcinoma  is  the 
most  frequent  cell  type  of  lung  cancer 
occurring  in  workers  exposed  to  asbestos. 
Two  current  reports  dispute  this  claim,  and  it 
seems  clear  that  all  cell  types  of  lung  cancer 
occur  in  asbestos  workers.^®  *'’ 

Mesothelioma 

Case  5:  This  58  year  old  man  presented  with 
increasing  dyspnea,  productive  cough  and 


FIGURE  11 

Case  #4  - A.  Lateral  view  demonstrating  well- 
defined  mass  extending  to  the  pleura  (arrow). 
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FIGURE  12 

Case  #5  - Large  right  pleural  effusion 
completely  opacifies  the  right  hemithorax. 
There  is  shift  of  the  midline  structures  to  the  left. 
Note  calcification  of  the  left  diaphragmatic 
pleura. 

weight  loss  for  one  year.  He  never  smoked. 
For  30  years  he  worked  as  an  asbestos 
insulator.  He  had  absent  breath  sound  and 
dullness  to  percussion  over  his  right  chest. 


His  chest  x-ray  showed  opacification  of  his 
right  hemithorax.  (Figure  12)  A 
thoracentesis  showed  the  pleural  effusion  to 
be  an  exudate;  no  malignant  cells  were  seen 
and  cultures  were  negative.  Needle  biopsy  of 
the  pleura  showed  non-specific  fibrosis.  The 
patient  declined  further  evaluation  at  this 
time.  Four  months  later,  he  was  readmitted 
severely  ill.  He  improved  dramatically 
following  the  insertion  of  a chest  tube  into  the 
right  pleural  space,  and  the  evacuation  of  a 
huge  right  pleural  effusion.  At  thoracotomy 
several  days  later,  an  abnormally  thickened 
pleura  involved  by  a neoplastic  process  was 
demonstrated.  Histology  of  this  tumor 
revealed  an  epithelial  type  mesothelioma. 
(Figure  13)  He  died  several  months  later. 

Malignant  pleural  mesothelioma  is  an 
uncommon,  uniformly  fatal  neoplasm  of  the 
serosal  lining  of  the  pleural  cavity.^ 

The  relationship  between  asbestos 
exposure  and  malignant  pleural 
mesothelioma  was  established  in  1960  when 
Wagner  reported  33  cases,  all  but  one  of 
whom  had  likely  exposure  to  crocidolite 
asbestos.^®  The  association  with  asbestos 
exposure  has  been  confirmed  from  many 
parts  of  the  world.  Although  the  majority  of 
these  tumors  appear  to  be  asbestos  related, 
asbestos  may  not  be  the  only  etiological 
factor. 


FIGURE  13 

Case  #5  - Mesothelioma  of 
epithelial  type  with  neoplastic 
cells  arranged  in  a linear  or 
cord-like  pattern  within  dense 
fibrous  stroma.  This  pattern 
may  resemble  mesotheliomas 
of  both  sarcomatous  and  mixed 
varieties  but  in  this  instance  the 
stromal  element  is  benign. 
(H+E,  X 240). 
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While  a dose-response  relationship  may 
exist  for  this  malignancy  d ^ it  is  clear  that  the 
tumor  may  develop  with  only  brief  or  limited 
exposure  to  asbestos. ^ Cases  occur  after  only 
domestic  or  environmental  exposure.  51,52 
Crocidolite  asbestos  is  the  most  potent  type 
in  the  causation  of  mesotheliomas®^,  followed 
by  amosite  and  then  chrysotile.  Unlike  lung 
carcinoma,  cigarette  smoking  is  not  a factor 
in  the  development  of  malignant 
mesothelioma.5,16  The  latency  period  for  the 
development  of  mesothelioma  from  the  time 
of  initial  asbestos  exposure  until  the  disease 
is  recognized  is  long,  with  a mean  interval  of 
approximately  40  years. 

Chest  pain  and  dyspnea  are  the  most 
common  complaints;  cough  and  weight  loss 
occur  less  often. 

Pleural  effusions  are  frequent.  The 
tumor  involves  both  visceral  and  parietal 
pleura,  spreads  along  the  serosal  surface  and 
involves  adjacent  structures  by  direct 
extension.  The  mediastinum  and  chest  wall 
are  frequently  involved.  The  tumor  spreads 
into  inter  lobar  septa  of  the  underlying  lung. 
Distant  metasteses  although  rarely 
clinically  apparent  are  seen  more  frequently 
at  autopsy. 

Radiographically  a large  unilateral  pleural 
effusion  is  the  most  common  manifestation 
of  malignant  mesothelioma.^®  Although 
some  patients  will  present  with  lobulated 
pleural  masses,  nearly  all  patients  with  this 
tumor  will  develop  pleural  fluid.®® 
Circumferential  lobular  pleural  thickening 
with  spread  into  the  tissues  and  extension 
into  the  mediastinum,  contralateral  chest, 
and  chest  wall  are  radiographic  features  of 
mesothelioma  best  demonstrated  by  CT.®® 

The  prognosis  for  patients  with 
mesothelioma  is  miserable.  Median  survival 
time  ranges  from  four  to  12  months  after 
diagnosis  or  eight  to  14  months  after  onset  of 
symptoms,  and  varies  with  the  stages  of 
disease.  Multimodal  forms  of  therapy, 
including  surgery,  radiation  therapy  and 
chemotherapy  have  resulted  in  some  five 
year  survivors, but  despite  these  few  “long 


term”  survivors,  most  patients  with  this 
disease  are  dead  within  one  and  one-half 
years  of  presentation. 

Conclusion 

Much  has  been  learned  about  asbestos  associated 
disease  of  the  pleura  and  lung.  The  danger  has  been 
recognized  and  control  measures  have  been 
implemented  to  reduce  the  hazard  so  the  risk  of 
asbestos-related  disease  is  waning.  However,  with 
the  large  population  previously  exposed  and  hence 
at  risk,  we  will  likely  continue  to  see  these  diseases 
into  the  next  century. 
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ASBESTOS-INDUCED 
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Chronic  exposure  to  asbestos  has  long  been 
correlated  with  the  development  of 
pulmonary  disease.^  Pleural  mesothelioma 
and  bronchogenic  carcinoma  are  far  more 
frequent  in  asbestos  workers  than  in  the 
normal  population.  Moreover,  clinical  and 
epidemiological  data  confirm  the  correlation 
between  asbestos  exposure  and  fibrotic  lung 
disease,  i.e.,  asbestosis.  Asbestosis  is  a 
restrictive  disease  manifested  by  diffuse  and 

Dr.  Warheit  is  a research  toxicologist  at  the  Du  Pont  Haskell  Laboratory  for 
Toxicology  and  Industrial  Medicine.  The  research  described  in  this  paper 
was  carried  out  at  the  National  Institute  of  Environmental  Health  Sciences 
at  Research  Triangle  Park.  North  Carolina. 


progressive  interstitial  pulmonary  fibrosis. 
The  pathogenesis  and  disease  mechanisms 
have  not  been  well  established.^'^'^ 
Pulmonary  macrophages  have  been 
implicated  as  the  connecting  link  between  the 
initial  inflammatory  process  and  subsequent 
synthesis  and  deposition  of  connective  tissue 
which  is  characteristic  of  the  fibrogenic 
response. 

Experimental  models  of  asbestosis  have 
been  established  in  rats  and  guinea  pigs.'’^ 
These  were  chronic  exposures  designed  to 
simulate  human  disease  caused  by 
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occupational  exposure.  Such  models  have 
proven  to  be  extremely  useful  for  determining 
the  anatomic  pa  ttern  of  disease,  the  incidence 
of  various  tumor  types  and  the  nature  of 
asbestos  fiber  size  and  quantity  retained  in 
the  lung  over  time.  ^ In  chronic-exposure 
models,  however,  a major  limitation  is  the 
lack  of  understanding  of  initiating  events. 
For  example,  what  event  or  factors  initially 
stimulate  the  macrophage  response 
commonly  observed  in  asbestotic  lungs?  " 
How  does  the  initial  particle  deposition 
pattern  at  the  alveolar  level  influence 
subsequent  cellular  events  which  lead  to 
progressive  asbestosis?  These  questions 
cannot  be  addressed  in  tissue  from 
occupationally  exposed  humans  or  from 
chronically  exposed  animals. 

To  address  these  issues,  this  review 
summarizes  the  results  of  recent  experiments 
with  our  rat  model  of  asbestos  induced  lung 
disease  during  which  we  exposed  animals  for 
brief  periods  and  examined  early  cellular 
events. 

A sbestos  Mineralogy 

Asbestiform  minerals  are  a number  of 
naturally  occurring  fibrous  silicates,  all  with 
the  inherent  property  of  great  resistance  to 
destruction  by  physical  and  chemical 
means.  True  asbestos  fibers  are  classified 
according  to  either  the  serpentine  or 
amphibole  series.  Chrysotile  asbestos 
belongs  to  the  serpentine  classification,  while 
the  amphiboles  are  composed  of  actinolite, 
tremolite,  amosite,  crocidolite,  and 
anthophyllite  asbestos.’  The  sheet-like 
crystalline  structure  of  chrysotile  is  that  of  a 
layer  of  magnesium  oxide-hydroxyl 
tetrahedron  bonded  to  a layer  of  silicon 
dioxide  tetrahedra  in  a somewhat 
mismatched  fashion.  This  configuration 
produces  a curvature  in  the  sheet  that  tends 
to  roll  itself  into  a hollow  tube  similar  to  a 
window  shade,  with  the  magnesium 
hydroxide  on  the  outer  surface.’  A strong 
positive  charge  of  the  outer  magnesium  has 
been  implicated  in  cytotoxic  reactions  to 
chrysotile  fibers. 

Asbestos  has  been  utilized  commercially 
for  its  fireproofing  and  insulating  properties. 


FIGURE  1 

Scanning  electron  micrograph  of  critical-point- 
dried  rat  lung  tissue  immediately  after  asbestos 
exposure.  Low  magnification  illustrates  a 
terminal  bronchiole  (TB)  which  gives  rise  to 
alveolar  duct  bifurcations  (Bf).  The  bifurcation 
surface  is  littered  with  deposited  chrysotile 
asbestos  fibers  (arrowheads). 

particularly  in  the  construction  industry. 
Brake  and  clutch  linings,  as  well  as  furnace 
and  kiln  linings,  paints,  plastics,  and 
fireproof  textiles  are  also  made  with  asbestos. 
The  major  producers  of  asbestos  are  the 
U.S.S.R.,  South  Africa,  and  Canada.  The 
Quebec  mines  are  the  western  world’s  largest 
producers  of  chrysotile  asbestos,  tye  type  that 
constitutes  nearly  70  percent  of  all 
commercially  produced  asbestos.  ’ 

Fiber  Deposition 

It  has  long  been  assumed  that  small  fibers 
which  reach  the  distal  lung  are  initially 
deposited  in  a diffuse  manner  along  the 
alveolar  spaces,  alveolar  ducts,  and 
corresponding  distal  terminal  and 
respiratory  bronchioles  of  animals  and 
humans.  The  precise  deposition  pattern  and 
early  clearance  pathways  have  been,  until 
recently,  poorly  understood.  Brody  and  co- 
workers studied  the  deposition  patterns  of 
inhaled  chrysotile  asbestos  fibers  in  the 
lungs  of  rats  and  mice  exposed  for  brief 
periods,  i.e.,  1-3  hours  (Fig.  1)  Using 
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scanning  electron  microscopic  (SEM) 
techniques  tot  quantify  the  initial  alveolar 
deposition,  they  found  that  fibers  which  are 
small  enough  to  pass  through  the  conducting 
airways  deposit  preferentially  at  alveolar 
duct  bifurcations.  This  pattern  is  most 
likely  facilitated  by  airflow  characteristics 
that  cause  enhanced  deposition  of  particles  at 
bifurcations  intersecting  the  airflow.  The 
significance  of  this  deposition  pattern  will  be 
discussed  in  the  next  section  where  it  will  be 
demonstrated  that  pulmonary  macrophages 
migrate  to  sites  of  asbestos  deposition  to  form 
a component  of  an  early  asbestos-induced 
lesion. 

Pulmonary  Macrophage  Response  to  Inhaled 
Particles 

Following  brief  exposure  to  asbestos,  the 
majority  of  particles  are  cleared  from  the 
epithelial  surface  by  one  of  two  mechanisms: 
particles  may  be  translocated  through  Type  I 
epithelial  cells  to  the  interstitium,  or 
phagocytized  by  pulmonary  macrophages. 
In  the  former  circumstance,  fibers  which 
reach  the  interstitium  are  phagocytized  by 


FIGURE  2 

Scanning  electron  micrograph  (SEM)  of  an 
alveolar  duct  bifurcation  (Bf)  48  hours  after  a 1 
hour  exposure  to  chrysotile  asbestos.  Alveolar 
macrophages  (M)  have  accumulated  at  sites  of 
asbestos  deposition  and  are  sharing  an 
asbestos  fiber  (arrowheads). 


fibroblasts  and  interstitial  macrophages. 
The  presence  of  these  particles  within 
fibroblasts  has  induced  the  formation  of 
intracellular  microcalcifications,  a form  of 
nonspecific  cell  injury.  Alternatively, 
pulmonary  macrophages  rapidly  migrate  to 
sites  of  fiber  deposition.^’  These 
macrophages  phagocytize  asbestos  fibers 
and  adhere  tightly  to  the  Type  I epithelium 
that  comprises  the  alveolar  duct  bifurcation 
surface.  Histologic  examination  of  exposed 
lung  tissue  suggested  that  proximal  alveolar 
duct  bifurcations  were  prominent  in 
asbestos-exDosed  animals  sacrificed  48  hours 
after  exposure.  Accordingly,  lung 
morphometry  studies  were  carried  out  which 
showed  that  the  influx  of  macrophages 
significantly  increased  the  volume  of 
alveolar  duct  bifurcations  as  reflected  by  an 
enhanced  cross-sectional  tissue  within  48 
hours  following  the  one  hour  asbestos 
exposure.^’  This  lesion  persists  for  at  least 
one  month  after  the  one  hour  exposure. 

Production  of  Complement-Derived  Chemotactic 
Factors  Following  Asbestos  Inhalation 

In  attempting  to  discern  the  mechanisms 
by  which  macrophages  are  selectively 
recruited  to  alveolar  duct  bifurcations  (Fig. 
2),  we  postulated  that  pulmonary 
macrophages  are  attracted  to  sites  of 
asbestos  deposition  by  a chemotactic  factor 
activated  by  the  inhaled  fibers  on  alveolar 
surfaces.  This  idea  was  conceived  with  the 
knowledge  that  administration  of  asbestos 
fibers  in  vitro  activates  the  alternative 
complement  pathway  in  serum  which  results 
in  the  generation  of  C5a,  a potent 
chemotactic  factor  for  neutrophils  and 
macrophages.^’ 

To  test  the  hypothesis,  a number  of 
inhalation  studies  were  carried  out  where 
normal  and  decomplemented  rats  (i.e.,  rats 
treated  with  cobra  venom  factor  [CVF])  as 
well  as  congenic  strains  of  C5+  and  C5-  mice 
were  exposed  to  asbestos.  In  addition, 
pulmonary  macrophage  chemotaxis  was 
used  as  a bioassay  for  complement  activation 
in  assessing  the  results  of  in  vitro  chemotaxis 
studies.  In  support  of  the  hypothesis, 
incubation  of  chrysotile  asbestos  fibers  with 
rat  serum  produced  an  enhanced  pulmonary 
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macrophage  chemotactic  response  in 
comparison  to  decomplemented  controls, 
suggesting  that  pulmonary  macrophages 
respond  to  asbestos-activated  chemotactic 
factors  in  vitro. In  addition,  proteins 
lavaged  from  the  lungs  of  asbestos-exposed 
rats  contained  substantial  chemotactic 
activity  for  macrophages,  compared  to  sham- 
exposed  lavage.  This  result  was  due  to 
chemotaxis  (i.e.,  directed  cell  migration)  and 
not  chemokinesis  (ie,  random  cell  migration) 
since  the  chemotactic  activity  was  abrogated 
when  equivalent  concentrations  of  lavaged 
proteins  were  placed  in  the  upper  and  lower 
compartments  of  the  blind  well  chambers 
used  to  carry  out  these  assays.  This  result  of 
in  vivo  activation  of  lavaged  proteins  was 


similarly  demonstrated  in  vitro  where 
incubation  of  asbestos  fibers  with  cell-free 
lavaged  fluids  from  normal  rats  produced  an 
enhanced  macrophage  migration  response, 
and  this  activation  by  asbestos  was 
significantly  reduced  by  prior  decomple- 
mentation of  the  lavage  fluids.^* 

To  investigate  the  role  of  complement, 
particularly  C5  (the  fifth  component  of 
complement)  in  stimulating  the  macrophage 
recruitment  response,  congenic  strains  of 
mice  as  well  as  normal  and  decomplemented 
rats  were  exposed  to  chrysotile  asbestos  for  3 
hours.  Macrophage  accumulations  were 
quantified  by  scanning  electron  microscopy. 
The  numbers  of  macrophages  at  sites  of  fiber 
deposition  were  significantly  decreased  in 


TABLE  1. 

Number  and  Incidence  of  Sham  and  Asbestos-Exposed  Macrophages  (Macs.)  at  Alveolar  Duct  Bifurcations 

Mean  No.  of  Macs. 


Exposed  Mice 

# Animals 

# Bifurcations 
Examined 

at  Bifurcations 
(x  ± S.D.) 

Percentage  of  Bifurcations 
with  0 1 2-10  Macs. 

C5+  ASB  3/0 

3 

23 

.09  ± .29 

91.3% 

8.7% 

C5-  ASB  3/0 

2 

19 

.16  ±.37 

84.2 

15.8 

C5+  SHAM  3/48 

3 

24 

.38  t .58 

66.7 

29.2 

4.2 

C5-  SHAM  3/48 

2 

9 

.11  + .33 

88.9 

11.1 

C5+  ASB  3/48 

4 

22 

4.14  + 2.47  ♦ 

0 

4.6 

95.4 

C5-  ASB  3/48 

4 

39 

1.36  ± 1.44 

33.3 

33.3 

33.4 

ASB 

RATS 

3/48 

5 

21 

4.33  + 3.3 

11.7 

11.7 

80.9 

CVF-ASB 

3/48 

4 

17 

1.17 + .09  A 

23.5 

41.2 

35.2 

SHAM 

3/48 

4 

18 

.11  +0.3  A 

88.9 

11.1 

C5+  = Mouse  Strain  B10.D2/nSn 

C5-  = Mouse  Strain  B10.D2/oSn 

*p  - < 0.001  when  compared  with  C5-  ASB  3/48 

A p < 0.01  when  compared  with  ASB  3/48 

SHAM  3/48  = 3 hour  sham  exposure  to  air  and  a 48  hour  recovery  period 

ASB  3/0  = 3 hour  chrysotile  asbestos  exposure  with  no  recovery 

ASB  3/48  = 3 hour  chrysotile  asbestos  exposure  and  a 48  hour  recovery  period 

CVF-ASB  3/48  = cobra  venom  treated  rats  exposed  to  chrysotile  asbestos  for  3 hours  and  a 48 

hour  recovery  period 
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the  C5-  and  CVF-treated  rats,  suggesting 
that  generation  of  C5a  by  the  inhaled  fibers 
plays  a major  role  in  the  recruitment  of 
pulmonary  macrophages  to  alveolar  duct 
bifurcations  (Table  Ij.^s^sTime  course  studies 
have  shown  that  chemotactic  factor 
elaboration  precedes  the  macrophage 
migration  response.  ^ 

The  results  of  these  studies  demonstrate 
that  inhaled  chrysotile  asbestos  fibers 
activate  complement-dependent  chemotactic 
factors  for  macrophages  on  alveolar  surfaces. 
This  may  be  an  important  factor  in  the 
development  of  lung  disease  as  it  has  been 
shown  that  complement-derived  chemo- 
attractants stimulate  macrophages  to  secrete 
acid  hydrolases  and  toxic  oxygen 
radicals.  Secretion  of  these  macrophage 
products  may  play  a role  in  the  development 
of  asbestos-induced  pulmonary  fibrosis, 
although  the  biochemical  and  cellular 
mechanisms  thnt  mediate  these  early 
pathogenic  events  have  yet  to  be  defined. 

Effects  of  Inhaled  Asbestos  on  Macrophage 
Function 

Cells  lavaged  from  sham  and  dust-exposed 
animals  were  studied  to  determine  the  effects 
of  inhaled  asbestos  on  macrophage  form  and 
function.  SEM  and  cell  culture  techniques 
were  used  to  assess  these  parameters  as 
previously  described.  No  significant 
differences  were  found  in  cell  numbers, 
differentials,  and  viabilities  of  macrophages 
recovered  from  asbestos  and  sham-exposed 
animals  at  48  hours  and  eight  days  after  a 
one  hour  exposure.  However,  alterations  in 
macrophage  surface  morphology  were 
observed,  and  this  finding  correlated  with 
impaired  phagocytic  and  chemotactic 
responses  by  the  asbestos-exposed 
macrophages.  Since  cellular  shape,  motility 
and  phagocytosis  are  dependent  upon  actin- 
containing  microfilaments  it  is  conceivable 
that  asbestos-induced  alterations  in 
macrophage  cytoskeletal  proteins  were 
associated  with  phagocytic  and  chemotactic 
impairments. 
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THE  OCCUPATIONAL  PHYSICIAN 
AND  THE  COMMUNITY  PHYSICIAN: 
A TEAM? 


Joseph  A.  Glick,  M.D. 


Twenty-six  years  ago,  Dr.  Marvin  Dorph 
called  me,  asking  if  I would  like  a part-time 
“industrial  medical  job”  as  occupational 
medicine  was  known  at  that  time.  I was  then 
in  my  first  year  of  general  practice  (we  now 
call  it  family  medicine),  waiting  for  my 
practice  to  get  rolling. 

My  job  “industrial  medicine”  was  to  do  pre- 
employment physicals  on  applicants  and 
periodic  physicals  on  each  employee,  all  600 
of  them.  (There  are  now  more  than  2,500 
employees  in  the  company).  Not  only  was 
each  employee  examined,  but  histories, 
urinalyses,  vision  screens,  chest  x-rays  and 
annual  electrocardiograms  were  all  done  as 
well.  Employees  ranged  in  age  from  18  to  65 

Dr.  Glick  is  medical  director.  Health  and  Environmental  Affairs.  ICI 
Americas  Inc. 

This  paper  is  adapted  from  Dr.  Click's  presentation  to  The  Medical  Center  of 
Delaware  in  October  1985. 


years,  and  in  jobs  from  mail  room  to  executive 
suite.  Not  surprisingly,  there  was  a high 
incidence  of  falsely  positive  results  among 
such  a relatively  asymptomatic  population.  I 
learned  then  how  to  wear  two  hats,  that  of  the 
company  and  that  of  the  private  physician, 
for  in  those  early  years,  about  20  percent  of 
my  own  private  practice  was  also  employed 
by  the  company. 

Thirty  years  ago,  the  job  of  a site  physician 
was  reactive;  the  doctor  patiently  stood  by  to 
repair  injuries.  Today,  occupational  medicine 
is  in  a more  pro-active  mode.  In  fact,  at  that 
fuzzy  end  of  the  spectrum  in  fuzzier  letters  is 
written:  “There  is  no  such  thing  as  a non- 
occupational  disease.”  (This  may  be  valid  if 
one  accepts  the  definition  of  “occupational” 
as  meaning  “a  condition  aggravated  by  work 
or  contributed  to  by  work.”)  Thirty  years  ago 
our  concerns  were  almost  entirely  injury. 
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Recently,  a myocardial  infarction  suffered  by 
a pharmaceutical  salesman  as  he  anxiously 
studied  for  a qualifying  examination  was 
judged  an  occupational  illness  by  a worker 
compensation  board. 

Today,  we  target  our  efforts  to  cost-effective 
medical  screening  procedures.  We  look  at 
areas  where  we  might  expect  to  identify  the 
most  problems,  where  early  intervention  can 
really  make  a difference.  We  look  at 
populations  at  potentially  higher  risk 
because  of  specific  job  exposures.  These  may 
be  exposures  in  manufacturing  processes  to 
compounds  of  known  toxicity  or  to 
compounds  with  incomplete  toxicological 
information.  At  the  same  time,  we  plan 
medical  risk  appraisals  that  are  based  on 
past  medical  history,  family  history,  and  life- 
style factors.  Surveillance  events  are 
scheduled  more  frequently  among  higher 
medical  risk  populations. 

To  these  ends  we  have  scores  of  medical 
protocols  specifying  who  gets  what,  where, 
and  when,  all  presently  being  computerized. 
The  days  of  dusty  index  cards  and  calendar 
ticklers  are  gone. 

We  want  to  identify  medical  causes  of  job 
performance  deterioration  early.  We  want 
low  back  programs  in  place  before  serious  low 
back  problems  occur. 

We  certainly  must  work  closely  with 
consultants  and  community  physicians  who 
are  treating  our  employees  both  with  work- 
related  (workers’  compensation  cases)  and 
non-work  related  illnesses.  There  are  many 
elements  of  an  occupational  medical 
program,  from  pre-employment  to  pension. 
Ideally,  these  are  components  of  a continuum 
of  medical  care/data  collections.  Each 
element  involves  primary  care  and 
community  physicians. 

A quarter  of  a century  ago,  industry  may 
have  rejected  untreated  hypertensives  for 
hire.  Today,  we  may  actively  seek  medically- 
handicapped  candidates  for  employment. 
There  are  two  basic  tenets  on  which 
employment  acceptance  is  based.  First,  is 
there  anything  about  the  applicant’s  health 
that  puts  him  at  increased  risk  for  the  specific 


job  in  question?  We’re  thus  comparing 
physical  capabilities  versus  job 
requirements.  We  accomplish  baseline 
exams,  specifically  seeking  existing 
conditions  which  could  be  aggravated  by 
specific  jobs.  Secondly,  is  there  anything  in 
the  employee’s  health  status  that  could  place 
fellow  workers  at  increased  risk? 

With  the  candidates’  permission,  we 
contact  their  personal  physicians  to 
ascertain  how  conscientiously  the  applicants 
have  cared  for  their  chronic  health 
conditions.  If  a diabetic  applicant  with  a 
random  blood  sugar  of  400  milligrams 
percent  tells  us  he  gets  regular  checkups  and 
we  find  that  the  last  time  he  was  in  the 
physician’s  office  was  four  years  ago,  we  may 
conclude  that  the  candidate  is  not  actually 
under  a physician’s  care. 

Our  populations  are  divided  into  exposed 
and  non-exposed  groups,  “exposed”  meaning 
that  a potential  exists  for  adverse  effects  to  be 
induced  by  a chemical  or  physical  hazard.  In 
addition,  an  employee’s  personal  health 
status  can  predispose  him  to  the  actions  of  a 
dusty  environment,  pulmonary  irritants, 
skin  sensitizers,  and  physical  hazards  such 
as  noise  and  heat  stress. 

All  of  these  activities  come  together  as 
epidemiology,  the  study  of  associations  of 
injuries  and  illnesses  which  identify  patterns 
of  disease.  We’re  still  in  the  growth  stage  of 
epidemiology  as  a science  but  we  now  have 
the  abilities  and  the  opportunity  to  monitor 
potential  adverse  effects  quantitatively.  In 
the  past,  the  chemical  industry  was  able  to 
plead  ignorance  by  saying  that  a certain 
chemical  was  thought  to  be  safe,  only  to  find 
out  thirty  years  later  it  was  not. 

Our  best  approaches  to  demonstrate  the 
lack  of  adverse  effects  in  the  workplace  will 
depend  on  how  we  ask  our  questions  now  and 
how  we  pose  our  hypotheses  now  as  we  study 
our  workers.  We  prefer  a continuous  data 
base  for  collecting  data  forward  in  time,  ie,  as 
prospective  studies.  The  least  amount  of  bias 
is  invoked  by  such  a method  and  we  can  do 
morbidity  or  mortality  studies,  using  our  own 
internal  or  external  controls.  Of  course,  we 
have  to  pose  our  questions  in  a valid  manner. 
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Is  there  a latent  period  in  exposures  or  effects 
we  are  studying,  or  will  it  be  many  years 
before  we  see  a possible  effect?  Are  there 
bystander  or  peripheral  exposures?  (The  wife 
who  launders  asbestos-laden  work  clothes  for 
her  husband  for  twenty  years  is  an  example.) 
Is  there  a dose  response  curve?  Are  there 
cofactors?  Is  it  a compound  or  its  metabolite 
which  is  a suspected  etiologic  factor  in 
disease  or  are  there  promoters  or  enhancers? 
Are  there  life-style  factors  such  as  diet, 
cigarettes,  alcohol  use,  or  previous  virus 
infection  which  may  confound  our  findings? 

No  matter  how  much  data  we  acquire  in 
scores  of  toxicological  studies  on  animals,  no 
matter  how  much  environmental  monitoring 
we  do,  the  bottom  line  is  studies  of  the  actual 
effects  or  non-effects  of  industrial  agents  on 
people,  our  workers. 

The  National  Institute  of  Occupational 
Safety  and  Health  has  declared  war  on 
occupational  illness.  It  will  do  its  own 
epidemiological  studies.  Another 
government  agency,  the  Office  of  Technology 
Assessment  (OTA),  is  now  stating  that  the 
causes  of  some  non-occupational  disease  are 
linked  to  the  workplace.  The  Bureau  of  Labor 
Statistics,  however,  is  having  a difficult  time 
defining  what  an  occupational  illness  is. 
(One  definition  proposed  is  that  an 
occupational  illness  is  whatever  is  not  an 
occupational  injury.) 

If  we  don’t  do  our  job  well,  industry  and  the 
community,  considering  the  three  interfaces 
of  people,  places,  and  agents,  promoting 
occupational  and  non-occupational  health, 
government  programs  are  going  to  intervene 
and  do  it  for  us;  I don’t  think  they  will  do  it 
well.  We  are  presently  bombarded  with 
inaccurate  epidemiological  data  from  all  over 
the  world.  Although  one  recent  Finnish 
epidemiological  study  on  ethylene  oxide  is 
inaccurate,  we,  in  industry,  are  having 
difficulty  countering  it. 

There  are  two  Federal  government 
regulations  which  ensure  that  community 
physicians  will  know  what  goes  on  in  their 
patients’  workplaces.  The  first  is  an  access  to 
medical  records.  This  OSHA  regulation  gives 
workers  access  to  their  own  medical  records; 


workers  may  give  permission  for  any 
designated  representatives  to  review  their 
medical  records.  This  representative  may  be 
their  union  representatives,  their  lawyer, 
their  mother-in-law,  or  their  private 
physician.  We  believe  strongly  that  the 
worker’s  best  qualified  representative  to 
review  medical  records  is  the  worker’s  own 
personal  physician. 

The  second  Federal  regulation  is  a hazard 
communication  standard  that  was  put  in 
place  in  November,  1985.  This  standard 
ensures  that  employers  inform  and  educate 
employees  about  potential  hazards  in  their 
work  environments.  An  OSHA  inspector  may 
well  quiz  a random  sampling  of  on-site 
employees,  asking  about  exposure  hazards. 
The  OSHA  auditor  will  ask  where  are  the 
Material  Safety  Data  Sheets  in  which 
potential  hazards  are  described. 

Occupational  health  is  promoted  by  a 
continuum  of  medical  surveillance  events, 
medical  encounters  of  many  kinds,  utilizing 
quantified  specific  job  exposures,  individual 
medical  histories,  and  individual  life-style 
factors.  We  can  target  our  examinations  cost- 
effectively  on  populations  at  relative  risk.  At 
the  same  time,  we  must  encourage  personal 
health  maintenance,  and  we  certainly  have 
to  comply  with  mandated  and  proposed 
government  regulations.  All  computerized, 
the  occupational  health  system  is  driven  by 
industrial  hygiene  data,  toxicological  data, 
the  bases  of  scores  of  medical  protocols 
automatically  scheduled.  The  dividends  are 
obvious;  decreased  time  loss,  decreased 
training  replacements,  decreased  worker 
compensation  costs,  decreased  disability, 
decreased  early  retirements  from  disability 
and,  of  course,  increased  productivity, 
increased  profits,  and  increased  job 
satisfaction.  Industry  needs  the  primary 
community  physician  to  help  accomplish 
these  goals.  Let  us  help  you  take  care  of  your 
patients.  Insist  that  your  patients  copy  you  in 
on  medical  surveillance  events  that  occur  in 
their  workplaces.  Ask  your  patients 
questions  about  their  work.  Take 
occupational  histories;  feel  free  to  ask  us  in 
occupational  medicine  questions  about  your 
patients’  jobs. 
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ETIOLOGY  OF  CARPAL: 
TUNNEL  SYNDROME 


Joseph  A.  Arminio,  M.D. 


Compression  of  the  median  nerve  in  the 
carpal  tunnel  at  the  wrist  results  in 
symptoms  of  paraesthesia,  numbness,  and 
discomfort  in  the  distribution  of  the  median 
nerve  with  possible  loss  of  dexterity  of  the 
thumb  and  atrophy  of  the  thenar  eminence. 
This  clinically  is  termed  the  carpal  tunnel 
syndrome.  Under  what  circumstances  and 
why  does  this  compression  occur?  Is  local 
pathology,  systemic  disease  or  some 
unknown  disturbance  the  etiology?  Work 
activities  with  undue  stress  on  the  hands 
have  been  implicated.  Is  it  the  cause? 

The  carpal  tunnel  is  bounded  by  rigid  bone 
on  three  sides  and  on  the  fourth  by  a stout 
ligament.  (Figure  1)  This  transverse  ligament 
(retinaculum)  is  on  the  volar  aspect  of  the 
wrist  and  forms  the  roof  of  the  tunnel.  The 
ligament  is  surgically  released  when  the 
nerve  is  compressed.  The  contents  of  the 
tunnel  are  the  flexor  tendons  to  the  digits  and 
their  sheaths,  their  blood  vessels,  and  the 
median  nerve.  Swelling  of  these  tissues  or 
other  space  occupying  mass  will  cause 
encroachment  or  pressure  on  the  softer 

Dr.  Arminio  is  in  the  department  of  surgery,  and  director  of  the  hand  clinic 
of  The  Medical  Center  of  Delaware.  He  is  assistant  clinical  professor  in  the 
department  of  surgery  at  Jefferson  Medical  College. 


nerves  or  vessel  tissues  in  this  confined 
space. 

Motion  at  the  wrist  moves  the  median 
nerve  which  is  freely  mobile  in  all  positions  of 
the  hand.  ^ Acute  flexion  of  the  wrist 
forcefully  compresses  the  nerve  up  against 
the  proximal  edge  of  the  flexor  retinaculum 
(transverse  ligament).^ In  pathological  states 
of  the  wrist  acute  flexion  enhances  symptoms 
(Phalen’s  sign).^  Pressure  on  the  median 
nerve  increases  with  flexion  and  extension  in 
the  proximal  portion  of  the  tunnel,  and  in  the 
distal  tunnel  only  with  extension.  The  nerve 
slides  proximally  under  the  ligament  when 
the  fingers  are  flexed  and  distally  when  they 
are  extended.  It  is  directly  beneath  the 
retinaculum  and  is  crossed  obliquely  on  its 
dorsal  surface  by  the  superficialis  flexor 
tendox  to  the  index  finger  which  rides 
slightly  deeper  to  the  tendon  to  the  middle 
finger  which  is  more  in  a direct  line  as  it 
passes  from  the  wrist  to  the  hand.  Carpal 
stenosis  may  also  have  a role  in  producing 
carpal  tunnel  syndrome.  '’ 

The  vasculature  of  the  nerve  and  its 
internal  anatomy  are  protected  from 
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Figure  1 

Cross  section  through  the  distal  wrist  and  carpal  tunnel  showing  the  relationship  between  the 
median  nerve  and  the  bony  and  tendinous  structures,  (reproduced  from  Anatomy  for  Surgeons, 
Volume  3;  The  Back  and  Limbs  -3rd  Ed.,  1982,  with  permission  of  Harper  & Row-Lippincott 
Publishers,  Inc.) 


ordinary  compression  by  an  arrangement  of 
decreased  bundles  of  nerve  fibers  as  the  nerve 
passes  through  the  tunnel  and  by  the  greater 
abundance  of  epineural  tissue  with  thicker 
perineural  sheaths  about  these  bundles  as 
demonstrated  by  Sunderland.®  The  elastic 
perineurium  resists  extrinsic  pressure  to 
maintain  normal  intrafunicular  pressure.^ 
Only  capillaries  are  found  inside  the  funiculi. 
These  capillaries  drain  to  venules  and  veins 
located  in  the  epineurium.  ® Lundborg  has 
shown  that  the  nutrient  vessels  traverse  an 
oblique  course,  the  course  possibly  acting  as  a 
valve  mechanism  as  they  pass  through  the 
perineural  sheath.  They  are  occluded  with 
any  pathological  state  which  produces 
swelling  of  the  funiculus  and  resulting 
interruption  of  neural  conduction. 

Because  of  the  tight,  close  quarters  of 
structures  in  the  carpal  tunnel,  with  the  nerve 
being  softer  than  the  tendons,  any 
mechanical  encroachment  either  from 


extraneous  material  or  swollen  sheaths  from 
irritation  can  cause  vascular  changes  within 
the  nerve  despite  the  nerve’s  inherent 
properties  to  allow  withstanding  of 
compression.  The  result  is  interruption  of 
neural  conduction. 

Normal  use  of  the  hand  and  wrist  may 
cause  some  thickening  of  the  sheaths  of  the 
structures  riding  over  each  other.  “ Acute 
compressions  can  be  abrupt,  as  in  trauma 
when  a carpal  bone,  particularly  the  lunate, 
is  dislocated  volarly  into  the  canal.  Chronic 
progressive  compression  appears  to  be 
vascular  in  origin  more  frequently  than 
mechanical. Venous  congestion  appears  to 
be  the  early  factor  which  sets  up  a vicious 
circle.  This  may  also  explain  the  night  pain 
which  occurs  in  this  syndrome.  The  hand  is 
shaken  vigorously  by  the  awakened 
individual  to  initiate  improved  circulation. 
The  perineurium  is  unyielding;  thus  with 
distension  of  the  intrafunicular  capillaries 
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the  intrafunicular  pressure  rises, 
embarrassing  its  circulation;  this  vicious 
circle  results  in  funicular  compression.  These 
two  mechanisms,  mechanical  and  vascular, 
may  coexist  when  soft  tissue  growth  or  bony 
deposit  is  progressively  enlarging,  but 
ultimately  the  venous  congestion  circle  is 
initiated. 

Causes  include  bony  problems  of 
encroachment  on  the  space  within  the  carpal 
tunnel  such  as  fractures,  dislocations, 
tumors  such  as  osteoid  osteomas  of  the 
capitate, rheumatoid  arthritis, and 
thickening  of  the  transverse  carpal 
ligament.'^  The  contents  of  the  canal  may 
also  be  encroached  upon  by  local  swelling 
from  edema  of  the  extremity,  benign  tumors 
such  as  ganglia,^  lipomas, and 
hemangiomas.  The  tendon  sheaths  may 
become  infiltrated  by  tuberculous,^®  amyloid 
deposits,  and  enlarged  by  specific  and 
nonspecific  tenosynovitis  from  infections 
and  irritation. Surgical  repair  of  the 
tendons  in  the  canal  and  the  passing  of  a 
Hunter  rod  (for  formation  of  a new  tendon 
sheath  for  secondary  repair  of  tendons) 
through  the  canal  may  compress  the  nerve. 
Systemic  conditions  such  as  acromegaly, 
myxoedema,  pregnancy, the  post- 
menopausal state,  contraceptive  pill, 
lymphatic  leukemia,^''  lupus  erythematosis, 
gout,  and  diabetes  have  also  been 
implicated. 

Although  there  are  many  known  reasons 
for  production  of  the  carpal  tunnel  syndrome, 
more  than  50  percent  of  proven  cases  have  no 
identifiable  etiologic  reason,  termed 
idiopathic.  Forceful  movements  of  the  hand 
and  wrist  do  expose  the  median  nerve  to 
mechanical  trauma,  and  the  leading  edge  of 
the  retinaculum  does  compress  the  nerve,  so 
that  with  traction  and  friction  the  nerve  may 
be  damaged  by  the  overlying  tendons  and 
ligament.  But  why  is  it  that  all  individuals 
perform  these  motions  but  so  few  have 
symptoms? The  majority  of  those  who  do 
have  symptoms  have  median  nerve 
involvement  for  some  period  of  time  before 
their  symptoms  are  of  such  gravity  that  they 
seek  advice  for  diagnosis  and  treatment.  At 
times,  this  period  may  be  several  years. 


In  the  majority  of  persons  undergoing 
release  of  the  transverse  ligament  for  this 
syndrome,  the  tenosynovium  about  the 
tendons  and  nerve  is  found  to  be  thicker  than 
usual  and  in  many  the  nerve  is  bound  to  the 
undersurface  of  the  carpal  ligament. 

The  dominant  hand  is  involved  most  often, 
but  more  than  50  percent  of  patients  have 
bilateral  symptoms  and  require  bilateral 
surgery.®  It  seems  that  when  some 
individuals  do  repetitive  motions,  the  nerve 
becomes  involved  and  the  cycle  of  venous 
congestion  and  compression  results  with  the 
classical  symptoms. 

As  they  mature,  guinea-pigs  undergo 
spontaneous  compression  of  the  median 
nerve  in  their  paws.  The  transverse  bar, 
which  in  the  younger  pig  is  cartilagenous, 
becomes  calcified,  and  the  loose  packing  of 
peritendonous  tissue  becomes  thicker  and 
swollen  causing  compression  of  the  nerve 
with  reduction  to  absent  nerve  conduc- 
tion.®®®^®® Of  interest,  the  paws  are  not 
atrophied  nor  do  they  demonstrate  any 
evidence  of  nerve  loss  grossly.  These  findings 
correlate  well  with  humans  who  as  they 
develop  and  use  their  hands  may  develop 
tenosynovitis  of  non-specific  origin  and  then, 
under  certain  conditions  of  use,  develop  the 
syndrome.  ®-^  1.36,37,38 

To  diagnose  the  cause  of  the  carpal  tunnel 
syndrome  a thorough  history  is  necessary 
with  an  understanding  of  personal  activities, 
environment  and  work  conditions.  Early 
symptoms  when  voiced  by  an  individual  or 
employee  in  performing  a specific  task 
should  be  considered.  Modification  of  the 
activity  in  the  work  place  may  be  beneficial 
in  correcting  the  early  symptoms  and 
stopping  the  progression  of  compression  to 
the  median  nerve  by  placing  the  fingers, 
hand  and  wrist  under  the  least  possible  stress 
to  minimize  friction  of  tendons  and  awkward 
positions. 

Conclusion 

The  normal  anatomy  of  the  carpal  tunnel  is 
altered  in  the  carpal  tunnel  syndrome. 
Compression  of  the  median  nerve  by  space 
occupying  lesions  of  a local  nature  or  from 
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systemic  diseases  are  specific  causes.  When 
all  known  factors  have  been  excluded  in 
production  of  the  syndrome,  the  problem 
appears  secondary  to  swelling  of  the  carpal 
tissues  due  either  to  irritation  of  the  tissues  by 
repeated  motion  or  from  fluid  retained  in  the 
system,  either  or  both  leading  to  compression 
ischemia  of  the  median  nerve.  The  changes 
produced  are  slow,  chronic  and  the  problem 
may  be  bilateral.  Repeated  trauma  from 
excessive  use  of  the  hands  or  from  performing 
unaccustomed  manual  work  does  not  itself 
cause  the  carpal  tunnel  syndrome  and  is  not 
the  etiology  but  may  aggravate  an 
underlying  state  of  pathological  anatomy  to 
precipitate  its  symptoms. 
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THE  ROLE  OF  HEALTH  CARE 
PERSONNEL  IN  DU  FONT’S 
EMPLOYEE  HEALTH 
IMPROVEMENT  PROGRAM 


Robert  L.  Bertera,  Dr.  P.H. 


Du  Pont  has  developed  an  employee  health 
improvement  program  called  Health 
Horizons;  it  is  designed  to  help  employees 
and  family  members  reduce  health  risks 
related  to  health  habits  and  lifestyle.  This 
focus  represents  a further  improvement  in  Du 
Pont’s  medical  and  health  care  programs 
which  have  evolved  over  the  years.  It  is 
consistent  with  current  medical  knowledge 
and  understanding  of  how  we  can  best 
improve  overall  health  status. 

Recent  reports  by  the  AMA  and  other 
medical  authorities  have  shown  that 
maintaining  and  improving  good  health 
depends  to  a great  extent  on  developing 
health  habits  which  prevent  or  delay  medical 
problems.  There  is  a growing  realization 
that  up  to  60  percent  of  these  problems  can  be 
prevented  or  at  least  delayed  by  appropriate 
educational  programs  aimed  at  changing 

Dr.  Bertera  is  manager  of  the  health  promotion  programs  of  E.I.  Du  Pont  de 
Nemours  & Co. 


behaviors.  Developments  from  clinical, 
behavioral,  and  epidemiologic  research  have 
given  us  new  tools  with  which  to  address 
these  problems.  ^ ® 

Health  Risks  Related  to  Lifestyle 

There  are  three  major  lifestyle-related 
predictors  and  precursors  of  cardiovascular 
disease.  7 Uncontrolled  high  blood  pressure 
has  been  shown  to  be  one  of  the  leading 
causes  of  heart  attack  and  stroke.  Cigarette 
smoking  is  also  a maj  or  cause  of  heart  attack, 
with  a pack  a day  smoker  increasing  risk  at 
least  two-fold  over  a nonsmoker. 
Approximately  30  percent  of  all  heart  attacks 
and  strokes  are  related  to  cigarette  smoking. 
Smoking  is  also  associated  with  at  least  80 
percent  of  all  lung  cancers,  emphysema,  and 
bronchitis.  Elevated  serum  cholesterol  is  a 
well  known  cardiovascular  risk  factor  and 
contributes  to  many  heart  attacks  and 
strokes.  Recent  studies  show  that  heart 
attacks  are  reduced  by  two  percent  for  every 
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one  mg  percent  reduction  in  serum 
cholesterol.'*  Du  Pont  has  chosen  to  put  most 
of  its  health  promotion  resources  towards 
addressing  these  three  major  risk  factors. 

There  are  several  other  risk  factors  which 
are  either  indirectly  associated  with 
preventable  illness  and  premature  death,  or 
have  somewhat  less  research  support. 
However,  these  additional  risk  factors  are 
also  important  contributors  to  a variety  of 
health  risks. 

Excess  weight,  for  example,  is  associated 
with  hypertension,  hypercholesterolemia, 
coronary  heart  disease,  and  an  excess  of 
certain  cancers  and  other  medical  problems.® 
Inability  to  manage  stress  is  an  area  that 
needs  more  research  and  has  been  the  focus 
of  several  recent  controversies.  It  is  clear, 
however,  that  if  an  individual  feels  that  he  or 
she  is  under  stress  and  copes  by  overeating, 
drinking  too  much  alcohol,  or  smoking 
cigarettes,  then  cardiovascular  risks  are 
exacerbated  and  indirectly  related  to  stress. 

Employee  Education  and  Referral 

Du  Pont  health  care  personnel  interact 
with  employees  during  workplace  physical 
examinations,  first  aid,  and  return-to-work 
visits.  They  are  encouraged  to  provide  health 
education  and  referrals  on  lifestyle  factors 
that  are  related  to  health  risks.  This  type  of 
discussion  is  an  important  source  of  health 
information  and  education.  “ An 
employee’s  current  risk  status,  educational 
needs,  and  motivation  to  change  behavior  is 
evaluated  during  employee  contacts.  Health 
care  personnel  utilize  available  community 
programs,  exercise  facilities,  and  health 
experts  to  assist  employees  in  modifying 
health  behaviors  and  lifestyle.  Workplace 
health  personnel  can  serve  as  an  important 
source  of  referrals  and  reinforcement  for  the 
motivated  employee  who  is  beginning  to 
change  a lifestyle  factor  or  a health 

habit.  12.13,14,15 

Du  Pont  physicians,  physician  assistants, 
nurses,  and  other  health  care  providers  have 
important  roles  to  play  in  each  component  of 
the  Health  Horizons  program.  These 
components,  listed  on  Table  1,  cover  each 
phase  of  workplace  health  promotion  from 


TABLE  1 

HEAL TH  HORIZONS  PROGRAM 
COMPONENTS 
Program  Introduction 

• Needs  Assessment 

• Coordinator  Training 

• Management  Briefing 

• Publicity  and  Employee  Orientation 

Risk  Assessment  ! 

• Health  Risk  Survey 

• Health  Risk  Appraisal 

Risk  Reduction/Health  Improvement 

• Blood  Pressure  Awareness 

• Safety  Meetings  on  Health  j 

• Self-Help  Kits  and  Books  i 

• On-Site  and  Community  Classes 

• Fitness  Challenge  ! 

• Heart  Healthy  Vending  and  Cafeteria  ij 

Programs  ] 

• Health  Promotion  Activity  Committee  ' 

(HealthPAC)  li 

• Evaluation  j 


initial  needs  assessment  to  periodic 
evaluation  of  results.  Health  care  personnel 
are  trained  in  three-day  workshops  and  are 
often  asked  to  serve  as  site  Health  Horizons 
coordinators  or  as  members  of  site  Health 
Promotion  Activities  Committees  (Health- 
PACs). 

Health  Risk  Appraisal 

The  Health  Risk  Appraisal  is  an  important 
educational  component  of  the  Health 
Horizons  program.  At  the  beginning  of  the 
program,  all  employees  are  asked  to  complete 
a 36-item  questionnaire  that  asks  simple 
questions  on  current  health  habits;  health 
indicators  such  as  weight,  blood  pressure, 
and  cholesterol;  and  lifestyle  factors  such  as 
seat  belt  use.  This  questionnaire,  called  the 
Health  Risk  Survey,  takes  less  than  10 
minutes  to  fill  out  and  represents  an 
important  education  and  evaluation  tool  for 
program  participants  and  coordinators  alike. 
The  Health  Risk  Survey  is  used  to  generate  a 
personalized,  computer-scored  Health  Risk 
Appraisal.  The  appraisal  tells  the  employee 
about  factors  that  are  negatively  and 
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positively  affecting  their  health  status  and 
gives  recommendations  for  changing  health 
habits  or  lifestyle  factors  that  can  reduce 
modifiable  risks.  Each  factor  is  associated 
with  risk  years  saved  so  that  the  benefits  of 
making  recommended  changes  are  more 
understandable.  All  surveys  and  appraisals 
are  handled  by  medical  personnel  only  and 
are  treated  as  medically  confidential  records. 

Physicians,  nurses,  and  other  health  care 
personnel  can  play  an  important  role  in 
initiating  behavior  changes  by  using  the 
Health  Risk  Appraisal  in  patient 
counseling.  When  employees  receive  their 
appraisals,  there  exists  a “teachable 
moment”  in  which  those  who  are  predisposed 
to  change  are  receptive  to  recommendations 
and  interested  in  finding  out  about  resources 
available  to  achieve  their  health 
improvement  goals.  When  repeated 
periodically,  the  appraisal  serves  as 
important  feedback  on  individual  progress. 

Physicians,  nurses,  and  other  staff  are 
trained  in  the  use  of  the  Health  Risk 
Appraisal.  They  are  prepared  to  assist  in 
interpreting  results  and  in  answering 
questions  that  employees  have  about  how 
risks  are  calculated  and  where  to  go  for 
assistance  in  reducing  risks.  A brochure  and 
a videotape  explaining  the  Health  Risk 
Appraisal  are  used  to  facilitate 
understanding.  A copy  of  the  appraisal  is 
filed  in  the  employee  medical  record  so  that 
follow-up  and  reinforcement  can  take  place 
whenever  the  employee  visits  the  medical 
department  for  periodic  examinations,  first 
aid,  and  return-to-work  visits.  The  Health 
Risk  Appraisal  is  only  the  first  step,  however, 
in  helping  employees  identify  and  reduce 
modifiable  risks. 

Du  Pont  Health  Horizons  coordinators 
have  access  to  the  Group  Risk  Profile  which 
summarizes  the  risk  experience  of  a group  of 
employees  after  they  complete  the  Health 
Risk  Survey.  This  profile  (see  Figure  1)  serves 
as  a planning  tool  that  points  to  program 
areas  that  deserve  priority  action.  When 
appraisals  are  administered  every  two  years, 
the  Group  Risk  Profile  serves  as  an 
evaluation  tool  that  monitors  progress 
towards  reducing  health-related  risk  factors. 


FIGURE  I 

Du  Pont  Health  Risk  Profile* 

1 


No  Monthly  Breast  Examination 
No  Regular  Exercise 
Inailequate  Seat  Bell  Use 


Risk 


Cholesterol  22lmg/dl  ■* 

Stnolrers  

BP  MO  90 
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Percent  of  Participants 

*Based  on  20,000  Health  Risk  Appraisals 


Health  Promotion  Activities 

The  next  step  is  to  offer  a variety  of  health 
education  activities  and  programs  that 
provide  the  skills  needed  for  changing  habits 
that  have  developed  over  a life  time  (see  Table 
1).  The  Du  Pont  Health  Horizons  program 
provides  on-site  courses  in  such  areas  as 
stress  management,  exercise,  smoking 
cessation,  weight  control,  and  general 
nutrition.  In  addition,  employees  are  offered 
the  opportunity  to  monitor  their  own  blood 
pressure  and  weight  by  using  digital  scales 
and  blood  pressure  machines  that  are  located 
in  high  traffic  areas  at  the  plant  sites  and  in 
office  buildings.  This  type  of  blood  pressure 
awareness  program  produces  appropriate 
self-referrals  to  doctors  and  nurses  who  then 
initiate  appropriate  screening,  referral,  or 
monitoring  regimes. 

Safety  meeting  modules  are  available  for 
each  major  risk  factor.  The  modules  consist  of 
a leader’s  guide,  videotape,  slides  and  script, 
and  participant  materials.  Health  care 
personnel  are  often  called  upon  to  present 
these  modules  during  safety  meetings  or  to 
serve  as  resource  persons  to  answer  employee 
questions. 

Group  and  Self-Help  Choices 

While  group  approaches  are  most  effective 
for  the  majority  of  employees  who  wish  to 
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change  lifestyle,  some  prefer  self-help 
approaches.  The  Health  Horizons  program 
offers  self-instruction  kits,  books,  and 
booklets  on  a variety  of  health  topics.  For 
those  that  are  appropriately  motivated,  these 
resources  are  sometimes  sufficient  to 
stimulate  health  behavior  changes.  Whether 
an  employee  chooses  a self-help  or  a group 
approach  to  behavior  change,  the  program 
offers  an  opportunity  to  learn  the  skills 
needed  to  make  the  desired  changes. 
Research  has  shown  that  such  changes  are 
difficult  and  often  require  repeated  attempts, 
so  ongoing  opportunities  are  made  available 
to  participate  in  various  program  activities. 

One  way  to  increase  success  rates  over  time 
is  to  encourage  employee  commitment  to  the 
behavior  change  process.  This  can  be 
achieved  through  written  contracts,  such  as 
the  lifestyle  prescription  form,  and  nominal 
participation  fees  for  courses  and  self-help 
materials.  Incentives  and  recognition  for 
reaching  behavior  goals,  as  well  as  frequent 
reinforcement  of  messages,  are  being  used  to 
increase  success  rates. 

Conclusion 

Early  results  from  pilot  locations  have  been 
very  encouraging.  Some  sites  that  began 
health  promotion  programs  four  years  ago 
are  seeing  improvements  in  employee  morale, 
absenteeism,  and  general  health  awareness. 
In  order  to  establish  permanent  changes  in 
health  behavior  that  will  reduce  health  risks, 
it  is  important  to  make  a long  term 
commitment  to  health  promotion  programs. 
A consistently  applied  set  of  health  education 
activities  and  opportunities  will  have  the  best 
chance  of  helping  employees  develop  and 
maintain  positive  health  behaviors  and 
lifestyles. 

The  role  of  the  physician  and  nurse  in  this 
process  is  extremely  important  because  it  is  a 
continuing  source  of  reinforcement, 
counseling,  and  referral.  The  misinformation 
about  health  that  the  lay  public  is  exposed  to 
through  the  media  makes  it  essential  that 
health  care  personnel  stay  current  and  be 
prepared  to  interpret  health  information  for 
employees.  The  Health  Horizons  program 


attempts  to  support  this  objective  by 
providing  continuing  education,  up-to-date 
health  information,  and  audiovisual 
materials. 
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REPRODUCTIVE  HAZARDS 

IN  THE 
WORKPLACE 


Bruce  W.  Karrh,  M.D. 


The  potential  hazards  to  reproduction  to 
which  workers  and  future  progeny  may  be 
exposed  in  the  workplace  have  been  of 
concern  to  prospective  parents  and  to 
physicians  in  recent  years.  Several  groups 
and  organizations  have  developed 
recommendations  regarding  various  aspects 
of  how  these  potential  hazards  can  be  most 
appropriately  handled. 

The  American  Medical  Association  (AMA), 
through  amended  Resolution  126  (A-80)  of  the 
H ouse  of  Delegates,  “Professional 
Awareness  of  Reproductive  Hazards  to 
Pregnant  Workers,”  was  urged  to  heighten 
awareness  of  physicians  about,  and  to  guide 
them  concerning,  certain  factors  associated 
with  the  reproductive  health  of  workers  and 
to  familiarize  them  with  the  “Guidelines  on 
Pregnancy  and  Work,”  published  by  the 
American  College  of  Obstetricians  and 
Gynecologists.  The  adopted  resolution  was 
referred  through  the  Board  of  Trustees  to  the 
Council  on  Scientific  Affairs.  The  Council 
appointed  the  Advisory  Panel  on 
Reproductive  Hazards  in  the  Workplace  and 
requested  that  the  Panel  prepare  a report. 

The  Panel  was  composed  of  representatives 
of  the  American  College  of  Obstetricians  and 
Gynecologists,  the  American  Occupational 
Medical  Association,  the  American  Academy 
of  Occupational  Medicine,  and  staff 
representatives  of  the  American  Medical 

Dr.  Karrh  is  vice  president  for  Safety,  Health  and  Environmental 
Affairs,  Employee  Relations  Department  of  the  E.I.  Du  Pont  de 
Nemours  & Co. 


Association.  At  their  initial  meetings,  the 
Panel  agreed  that  the  report  should  consider 
all  phases  of  the  reproductive  cycle,  including 
male  and  female  fertility,  mutagenicity, 
teratogenicity,  fetotoxicity,  and  postnatal 
effects.  The  task  was  divided  into  the 
following  three  projects:  (1)  “Effects  of 
Physical  Forces  on  the  Reproductive  Cycle,” 
(2)  “Effects  of  Pregnancy  on  Work 
Performance,”  and  (3)  “Effects  of  Toxic 
Chemicals  on  the  Reproductive  System.” 

Completion  of  each  of  these  three  projects 
resulted  in  reports  which  were  published  in 
the  Journal  of  the  American  Medical 
Association.  ^ These  reports  are  expressly 
not  intended  to  serve  as  standards  of  medical 
care  but  as  guides  to  assist  practicing 
physicians  in  better  understanding  this 
complex  issue. 

In  addition  to  the  three  published  reports, 
the  Panel  prepared  toxicity  summaries,  with 
special  emphasis  on  toxicity  to  reproduction, 
for  120  selected  chemical  compounds.  (See 
Table  1)  These  represented  summaries  of  the 
literature  on  the  reproductive  toxicity  data 
for  each  compound  at  the  time  the  report  was 
finalized  and,  except  for  three  examples, 
these  reports  have  not  been  published  but  are 
available  from  the  AMA’s  Department  of 
Public  Health  Policy.'’  Although  not  an 
extensive  review,  these  reports  should  be  very 
useful  to  physicians  who  would  like  a short 
review  of  the  reproductive  toxicity  of  one  or 
more  of  the  selected  compounds. 
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TABLE  1 


ALPHABETICAL  LIST  OF  CHEMICALS  UNDER  REVIEW 


acetaldehyde 

acetamide 

acetone 

acrolein 

acrylamide 

acrylic  acid 

acrylonitrile 

Agent  Orange 

aldrin 

aniline 

arsenic 

benzene 

benzo(a)pyrene 

bromide,  potassium 

bromide,  sodium 

butadiene,  1,3 

butanol 

cadmium  chloride 
caffeine 

carbaryl  (aka  “Sevin”) 
carbon  dioxide 
carbon  disulfide 
carbon  monoxide 
carbon  tetrachloride 
Cellosolve,  ethyl  ^ 

Cellosolve,  methyl‘s 
chlordane 
chloroform 
chloroprene,  beta- 
chromium  trioxide 

2,4-D  (aka  “2,4-dichlorophenoxyacetic  acid”) 
(see  “Agent  Orange”) 

DDT  (aka  “p,p’-dichlorodiphenyltrichloro- 
ethane”) 
diazepam 

dibromochloropropane  (aka  “DBCP”) 

dichlorvos  (aka  “DDVP”) 

dieldrin 

diethyl  ether 

diethylstilbestrol 

dimethyl  acetamide 

dimethylformamide  (aka  “dimethyl- 
formamide,  N,N-”) 
dimethyl  sulfoxide  (aka  “DMSO”) 
dinitrotoluene 


diphenylamine 

5,5'diphenylhydantom  (aka  “hydantoin”) 

epichlorohydrin 

ethanol 

ethylenediamine  tetraacetic  acid  (aka 
“EDTA”) 

ethylene  dibromide  (aka  “EDB”) 
ethylene  di chloride 
ethylene  oxide 

fluorides  (inorganic  and  hydrogen  fluoride) 

fluorocarbon-22 

formaldehyde 

formamide 

furfural 

glycol,  ethylene 
glycol,  propylene 
halothane 
hexachlorophene 

hydantoin  (see  “5,5-diphenylhydantoin”) 
hydrazine,  monohydrate 
hydrofluoric  acid  (and  inorganic  fluorides) 
(see  “fluorides”) 
hydroquinone 
Kepone 

lead  (and  its  salts) 
lead  tetraethyl 
lindane 

lithium  carbonate 

lithium  chloride 

malathion 

maleic  anhydride 

marijuana 

mercuric  chloride 

mercury  (organic  and  inorganic) 

methacrylate,  butyl 

methacrylate,  methyl 

methanol 

methyl  chloroform  (aka  “trichloroethane”) 

methylene  chloride 

methylethyl  ketone  (aka  “MEK”) 

methyl  iodide 

naphthalene 

nickel 

nitrobenzene 


nitrogen  dioxide 

ozone 

paraquat 

parathion 

parathion,  methyl 

pentachlorophenol 

phthalate,  dibutyl 

phthalate,  diethyl 

phthalate,  diethylhexyl 

phthalate,  diisobutyl 

phthalate,  dimethyl 

phthalic  anhydride 

phthaiimide  (aka  “o-phthalic  imide”) 

piperidine,  N-formyl 

polybrominated  biphenyls  (aka  “PBBs”) 
polychlorinated  biphenyls  (aka  “PCBs”) 
polychlorinated  dibenzofurans  (aka 
“PCDFs”) 
propiolactone,  beta- 
resorcinol 
rotenone 
selenium 

styrene  (monomer) 
sulfur  dioxide 

TCDD,  2, 3, 7,8-  (see  "Agent  Orange”) 
tetrachloroethylene  (aka  “perchloro- 
ethylene”) 

tetramethylthiuram  disulfide  (aka  “TMTDS”) 
thiourea  (and  derivatives) 

TMTDS  (see  “tetramethylthiuram  disulfide”) 

tobacco 

toluene 

toluenediamine 

toluene  diisocyanate  (aka  “TDI”) 
toluidine,  ortho- 
1,1 ,2-trichloroethylene 
trichloroethane  (see  “methyl  chloroform”) 
2,4,5-T  (aka  “2,4,5-trichlorophenoxyacetic 
acid”) 

trimethyl  phosphate 

turpentine 

urethane 

vinyl  chloride  (monomer) 
xylene 

d50:chems  (revd.  7-3-85) 
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DECISION  POINTS  IN 
OCCUPATIONAL  MEDICINE 


William  B.  Sprout, M.D. 


The  occupational  physician  is  called  upon  to 
make  many  decisions  in  the  course  of  a 
working  day.  These  decisions  are  not  the 
same  as  those  facing  the  physician  in  clinical 
medicine,  and  have  not  been  analyzed  as 
exhaustively  in  journal  articles.  To  facilitate 
such  analysis  of  the  decisions  of  occupational 
medicine,  an  outline  is  presented  which  may 
assist  the  physician  in  making  some  of  these 
decisions-those  which  involve  employees 
and  employment  applicants  as  individuals- 
in  a logical  and  proper  fashion.  This  outline 
may  be  particularly  helpful  to  the  physician 
who  is  beginning  full-time  or  part-time 
occupational  medicine.  Other  decisions,  such 
as  those  implementing  broad  programs  for 
worker  protection  and  health  promotion,  are 
addressed  in  other  presentations  in  this  issue. 

Each  of  the  situations  described  has  three 

Dr.  Sprout  is  staff  medical  consultant  at  the  E.I.  DuPont  Haskell 
Laboratory  for  Toxicology  and  Industrial  Medicine.  Newark.  DE.  These 
generalizations  reflect  his  personal  opinions  and  are  not  intended  to 
represent  DuPont  policies  or  practices. 


interacting  elements;  there  is  a basic 
authority  for  making  the  decision,  an 
additional  source  of  advice  for  the  physician, 
and  an  element  of  consent  from  at  least  one 
other  party. 

Permission  to  Work 

Let  us  first  consider  the  situations  in  which 
the  physician  is  called  upon  to  permit  an 
employee  to  assume  or  resume  the  duties  of 
his  position,  beginning  with  the  employee’s 
initial  physical  examination. 

The  purpose  of  this  examination  is  no  longer 
simply  acceptance  versus  rejection;  it  is 
primarily  for  determination  of  physical 
characteristics  which  would  influence  the 
choice  of  assignments  within  the  worksite. 
During  the  examination,  the  physician  may 
determine  that  the  employee’s  medical 
condition  warrants  the  placing  of  restrictions 
on  the  type  of  work  permitted.  For  example,  a 
medical  history  and  physical  findings  of 
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recurrent  hernia  surgery  may  justify  a 
restriction  on  weight  to  be  lifted. 

For  this  type  of  examination,  the  basic 
authority  comes  from  the  employer;  the 
advisory  source  is  the  occupational 
physician,  who  recommends  to  the  employer 
the  extent  of  pre-placement  physical 
examination  and  laboratory  work  which  are 
needed  to  make  sure  the  individual  meets  the 
requirements  of  the  job.  The  elements  of 
consent  come  from  (1)  the  employee,  who  is 
usually  asked  to  sign  a consent  to  the 
examination  incorporated  in  the  medical 
history  form;  (2)  the  personal  physician,  who 
may  be  asked  to  perform  this  function  for 
certain  classes  of  employees,  usually 
students  and  managerial  employees;  and  (3) 
the  Equal  Employment  Opportunity 
Commission,  which  has  the  authority  to  hear 
an  appeal  if  the  employee  feels  that  any 
portion  of  the  examination  or  testing 
procedure  is  unjustly  biased  against  a 
particular  sex,  race,  marital  status,  physical 
condition,  or  religion.  Some  employers  have 
addressed  this  element  of  consent  by 
eliminating  questions  on  these  topics  from 
materials  executed  by  the  employee  prior  to 
the  placement  examination. 

Questions  asked  at  this  examination  and  test 
performed,  therefore,  including  aptitude  and 
accomplishment  testing,  must  be  relevant  to 
the  job  assignments  being  considered.  Any 
aptitude  test  must  be  validated  by  statistical 
study  to  prove  that  it  is  actually  predictive  of 
success  in  that  job.  This  is  usually  done  by 
administering  the  test  to  a sample  of  current 
job  incumbents  and  comparing  their  scores 
with  their  performance  appraisals.  In 
addition  to  paper-and-pencil  tests,  the 
examination  may  include  tests  of  strength 
(usually  lifting),  mobility  (for  commercial 
drivers),  or  dexterity  (typing  speed). 

The  physician  transmits  the  placement 
recommendations,  but  not  the  actual 
findings  or  diagnoses,  to  management.  Job 
placement,  using  the  information  collected 
from  this  and  other  sources,  is  a function  of 
management. 

The  data  collected  by  or  at  the  request  of  the 
occupational  physician  detects  pre-existing 


physical  conditions  and  forms  a base-line 
which  facilitates  the  detection  of  departures 
from  normal  health  during  employment. 
Such  early  detection  assists  management  in 
maintaining  a healthful  workplace  and 
simultaneously  assists  the  worker  in  his/her 
personal  health  promotion. 

Return  to  Work 

The  occupational  physician  is  also  involved 
in  the  decision  to  permit  a worker  to  resume 
activities  following  absence  due  to  injury  or 
illness.  The  elements  differ  when  the  accident 
or  illness  is  job-related  and  when  it  is  non- 
occupational  in  origin. 

When  the  accident  or  illness  is  non- 
occupational,  the  authority  to  permit  return 
to  work  rests  with  the  occupational 
physician,  but  usually  is  delegated  to  the 
occupational  health  nurse.  The  advisory 
element  is  the  personal  or  treating  physician, 
who  most  commonly  sends  the  employee 
back  with  a slip  or  note  predicting  recovery 
adequate  to  permit  work.  The  agency  of 
consent  is  the  employer,  who  is  not  ordinarily 
involved  on  a case-by-case  basis  but  who 
authorizes  the  occupational  physician  to 
develop  standards  for  the  guidance  of  the 
occupational  health  nurse. 

At  these  return-to-work  visits,  the  physician 
or  nurse  is  looking  for  indications  that  the 
worker  has  recovered  sufficiently  that  the 
day’s  activities  will  not  be  harmful  to  him  or 
to  his  co-workers.  Sometimes  the  employee 
may  be  referred  back  to  the  personal 
physician  for  additional  treatment. 

Suitable  work  restrictions  for  those  with 
convalescent  stable  conditions,  such  as 
extremity  injuries,  can  be  developed  by  the 
physician.  Pregnant  and  post-partum  women 
can  and  must  by  law  be  granted  the  same 
consideration  in  devising  appropriate 
restricted  work.  Several  steps  in  the  range 
from  sedentary  to  full  activity  may  be 
identified  to  assist  in  the  rehabilitation  of  the 
cardiac  or  post-operative  patient,  in  concert 
with  the  personal  physician. 

In  occupational  accident  or  illness,  the 
authority  for  treatment  and  return  to  work  is 
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the  occupational  physician,  although  the 
treatment  may  frequently  be  provided  by  a 
specialist.  The  advisory  capacity  is  filled  by 
the  employer,  usually  through  the  medium  of 
an  insurance  carrier.  Consent  is  supplied  by 
the  employee-patient  and  by  his  or  her 
personal  physician,  who  should  be  kept 
informed  of  the  patient’s  progress. 
Coordination  is  especially  important  if  the 
employee  has  an  ongoing  non-occupational 
medical  condition  which  may  be  influenced 
by  the  superimposed  occupational  injury  or 
illness. 

One  of  the  most  important  functions  of  the 
occupational  physician  is  active  supervision 
of  the  clinical  course  of  an  employee 
returning  to  work,  although  the  actual 
treatment  may  be  provided  by  others. 
Ingenuity  in  devising  appropriate  restricted 
work  may  return  the  employee  to  earlier 
productivity  and  prevent  both  the  physical 
and  the  mental  decline  which  so  frequently 
accompany  prolonged  inactivity. 

Physiotherapy  as  directed  by  the  treating 
physician  may  often  be  undertaken  in  the 
workplace.  Range  of  motion  exercises,  muscle 
retraining  after  immobilization,  and 
whirlpool  immersion  for  convalescent  burn 
therapy  may  substantially  shorten  the 
rehabilitation  period. 

Permission  to  Leave  Work 

The  occupational  physician  is  somewhat  less 
involved  in  permitting  employees  to  leave  the 
worksite  because  of  personal  illness.  The 
basic  authority  is  that  of  the  employer,  who 
customarily  delegates  this  to  the  first-line 
supervisor.  The  occupational  physician  plays 
an  advisory  role,  usually  by  giving  standing 
orders  or  telephone  instructions  to  the 
occupational  health  nurse.  Consent  is 
provided  by  the  personal  physician,  who 
should  be  informed  by  the  nurse  if  an 
employee  wishes  immediate  treatment. 

If  a catastrophic  personal  illness  occurs, 
emergency  procedures  should  be  planned  in 
advance  to  provide  basic  life  support  while 
activating  the  local  emergency  response 
system  and  notifying  the  personal  physician. 
These  plans  may  differ  in  the  situation  when 


the  occupational  physician  is  at  the  worksite. 
Larger  sites  may  be  equipped  for  intravenous 
fluid  therapy  and  cardiac  monitoring. 

When  an  occupational  illness  or  injury 
occurs,  there  is  no  question  about  the  basic 
authority,  the  obligation  is  to  provide  prompt 
treatment.  This  rests  with  the  employer,  but 
is  delegated  to  the  occupational  physician, 
and  in  most  cases  the  physician  will  refer  the 
employee  to  a specialist.  In  that  sense,  the 
occupational  physician  is  in  an  advisory 
capacity.  The  consent  of  the  personal 
physician  is  not  really  required,  but  the 
employee’s  consent  is  more  readily  obtained 
if  his  or  her  chosen  physician  is  informed  of 
the  treatment  plan  promptly,  and 
particularly  if  there  is  agreement  in  the 
choice  of  the  specialist. 

If  the  employee  calls  by  telephone  to  report 
that  he  or  she  will  be  absent  from  work 
because  of  an  alleged  occupational  illness  or 
injury,  the  occupational  physician  must 
confirm  the  diagnosis  promptly.  The 
employee  may  be  asked  to  report  to  the 
medical  unit  for  examination,  or  to  report  to  a 
clinic  or  specialist  chosen  by  the  employer 
(usually  via  the  occupational  physician).  The 
operative  principle  is  that  the  employer  or  his 
insurer  may  offer  to  pay  for  the  evaluation  if 
the  employee  keeps  the  appointment;  if  the 
employee  does  not  comply,  he  or  she  will  not 
be  paid  or  allowed  “sick  leave”  for  that  day.  If 
the  physician  or  clinic  finds  the  condition  to 
be  non-occupational,  the  employee  is 
expected  to  accept  responsibility  for  the  cost 
of  further  treatment. 

Understanding  the  Situation 

These  typical  events  in  the  life  of  the 
occupational  physician  have  been  described 
so  that  the  driving  forces  and  the  principal 
actors  in  the  scene  can  be  visualized.  It  is 
apparent  that  these  decisions  are  not  a test  of 
strength  between  two  opposing  forces,  but 
involve  the  cooperation  of  several  agencies  or 
groups.  Fortunately,  all  have  the  welfare  of 
the  individual  worker  as  their  goal,  and  with 
good  faith  and  sensitivity  to  all  of  the 
participants’  needs,  the  occupational 
physician  can  manage  to  resolve  each  of 
these  problems  as  they  arise. 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information,  contact  the 
Journal  office,  658-3957. 


OUR  GUEST  EDITOR: 
WILLIAM  L.  SPROUT,  M.D. 

William  L.  Sprout,  M.D.,  staff  medical 
consultant  at  Haskell  Laboratory  for 
Toxicology  and  Industrial  Medicine, 
Newark,  Delaware,  serves  as  guest  editor  for 
this  special  issue  of  Delaware  Medical 
Journal  which  focuses  on  occupational 
medicine. 

Dr.  Sprout,  a native  of  Rome,  New  York, 
was  valedictorian  of  Rome  Free  Academy  in 
1941  and  The  Choate  School  in  1943.  He 
graduated  with  honors  from  Harvard  College 
in  1947,  received  his  medical  degree  from 
Harvard  Medical  School  in  1949,  and  then 
served  an  internship  at  Philadelphia  General 
Hospital.  He  served  in  the  U.S.  Air  Force 
Medical  Corps  from  1951  to  1953. 

From  1953  to  1969,  Dr.  Sprout  was  in 
general  practice  in  Salem,  New  Jersey.  He 
began  working  at  E.I.  du  Pont  de  Nemours 
and  Company,  Inc.,  in  1969  in  New  Jersey 
and  has  served  in  various  sites  and  capacities 
for  the  Du  Pont  Company  since  1969. 

The  AMA,  Medical  Society  of  Delaware, 
New  Castle  County  Medical  Society, 
Delaware  Occupational  Medical  Association, 
and  the  American  Academy  of  Occupational 
Medicine  all  list  Dr.  Sprout  as  an  active 
member.  He  is  vice-president  of  Delaware 
Occupational  Medical  Association. 


WILLIAM  L.  SPROUT,  M.D. 

Dr.  Sprout  has  published  articles  in  several 
professional  journals.  He  was  president  of  the 
New  Jersey  Board  of  Education  from  1968- 
1970,  and  actively  associated  with  New 
Jersey  Education  Boards  from  1960-1970.  He 
is  a member  of  the  Harvard  Club  of  Delaware, 
the  First  Presbyterian  Church  Choir  and  the 
Society  for  Preservation  and  Encouragement 
of  Barbershop  Quartet  Singing  in  America. 
Dr.  Sprout  has  been  active  in  the  Sports  Car 
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Club  of  America  and  served  as  course 
physician  at  the  New  Jersey  Speedway  from 
1959-1965  and  at  the  Sebring  12-hour  Grand 
Prix  d’Endurance  in  1962.  He  is  a member  of 
the  Delaware  Historical  Society  and  the 
Suburban  County  Hospital  Task  Force. 

FOCUS:  OCCUPATIONAL  MEDICINE 

This  is  the  second  “Focus  Issue”  of  the 
Delaware  Medical  Journal.  Its  subject  is 
occupational  medicine,  and  the  varied 
offerings  included  provide  a panoramic  view 
of  the  breadth  of  this  subject  and  the  many 
ways  in  which  today’s  medical  practitioners 
participate  in  and  relate  to  this  growing  field. 
Contributors  include  scientists  at  the  cutting 
edge  of  understanding  of  pathophysiological 
processes  and  representatives  of  those  who 
administer  programs  to  bring  new  knowledge 
to  the  practical  fields  of  prevention  and 
treatment  of  occupational  conditions  and 
promotion  of  improved  general  health  and 
well-being. 

Your  editor  for  this  issue  would  like  to  thank 
the  contributors  of  articles,  editorials,  and 
book  reviews;  in  addition,  thanks  should  go  to 
other  members  of  the  Publication  Committee 
and  Editorial  Board  who  conceived  this  issue, 
reviewed  early  drafts  of  some  of  the  articles, 
and  made  helpful  suggestions.  Special  credit 
should  go  to  E.  I.  Du  Pont  de  Nemours  & Co.’s 
Du  Pont  Magazine  for  contributing  the  cover 
photograph,  and  to  the  Delaware 
Occupational  Medical  Association  for  the 
additional  printing  costs  involved. 

Thanks  should  also  be  given  to  ICI,  Du  Pont, 
and  Phoenix  Steel  for  allowing  your 
Publication  Committee  and  Editorial  Board 
members  to  share  their  expertise.  Finally, 
thanks  are  especially  in  order  to  Bernadine 
Paulshock,  M.D.,  Editor,  and  Gail  D.  Tolpin, 
Editorial  Assistant,  who  repeatedly  produce 
a polished  product  from  the  unevenly 
finished  materials  they  find  in  their  mail 
each  month. 

William  L.  Sprout,  M.D. 


Editor's  Note;  The  first  focused  issue  of  DMJ.  July,  1985,  was  devoted 
entirely  to  smoking.  The  next  will  be  April,  1986,  an  issue  on  cardiology. 
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Occupational  Medicine:  Pioneers  In  This  State 


In  devoting  this  issue  of  the  Delaware 
Medical  Journal  to  the  subject  of 
occupational  medicine,  the  Medical  Society  of 
Delaware  is  giving  acknowledgment  to  the 
importance  of  Occupational  Medicine  to  the 
Medical  Society  of  Delaware,  not  only  in  its 
role  in  the  recognition  and  treatment  of 
occupational  disease,  but  also  with  respect  to 
its  commitment  to  prevent  such  diseases. 

The  medical  community  of  this  state  and  of 
Wilmingdon  in  particular  has  had  the 
privilege  of  witnessing  significant 
developments  in  the  science  of  occupational 
medicine  in  arriving  at  its  present  maturity. 
Many  of  these  developments  were  pioneered 
through  the  foresight  of  Dr.  G.H.  Gehrmann, 
the  first  medical  director  of  the  Du  Pont 
Company.  His  leadership  in  starting  the 


complete  medical  evaluation  of  employees 
and  his  contribution  in  recognizing  the  need 
to  develop  industry’s  first  toxicological  j 
laboratory  are  well  recognized.  Furthermore,  ; 
his  innovation  and  boldness  in  dealing  with  1 
alcoholism  as  a disease  at  the  workplace  was 
further  evidence  of  his  pioneering  spirit  and 
farsightedness. 

Today,  occupational  medicine  has  its  | 
rightful  place  among  the  numerous  other  I 
recognized  medical  specialties  of  the  world. 
Furthermore,  its  importance  will  continue  to 
increase  as  we  strive  to  make  the  working 
environment  as  safe  as  possible  for  workers 
with  respect  to  their  mental  and  physical 
health.  [ 

Ignatius  J.  Tikellis,  M.D.  • 
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THE  DECLINE  IN  CORONARY 
HEART  DISEASE  MORTALITY:  THE 
DU  PONT  EXPERIENCE 
PART  1 

A study  of  particular  interest  to  our  medical 
community  was  reported  from  the  Du  Pont 
Company  in  the  April  1985  issue  of  the  New 
England  Journal  of  Medicine.  This  paper  was 
entitled  “Trends  in  the  Incidence  of 
Myocardial  Infarction  and  in  Associated 
Mortality  and  Morbidity  in  a Large 
Employed  Population,  1957  to  1983.”  Cases  of 
acute  non-fatal  myocardial  infarction  and 
sudden  death  due  to  coronary  heart  disease 
were  tabulated  in  the  population  of  male 
employees  of  Du  Pont  which  averaged  88,000 
to  109,000.  In  the  time  period  studied  the 
incidence  of  first  myocardial  infarction  of 
male  employees  dropped  28  percent.  The  rate 
of  decline  was  inversely  related  to  age,  and 
was  greater  among  salaried  employees  than 
hourly  wage  employees.  Beginning  in  1969  a 
decline  in  24-hour  case  fatality  occurred 
suggesting  an  improvement  in  emergency 
cardiac  care  in  the  early  phase  of  myocardial 
infarction. 

A significant  decline  in  thirty-day  case- 
fatality  was  noted  after  1975,  again 
suggesting  an  improvement  in  the  medical 
management  of  coronary  heart  disease.  The 
authors  conclude  that  although  improvement 
in  medical  care  contributed  somewhat  to  the 
fall  in  coronary  heart  disease  mortality,  the 
major  source  of  decline  appeared  to  relate  to  a 
reduction  in  the  incidence  of  disease. 

Such  a large  study  extending  over  29  years 
is  certainly  an  important  achievement.  The 
possible  reasons  for  its  good  news  will  be 
further  discussed  in  next  month’s  Delaware 
Medical  Journal. 

Arthur  W.  Colbourn,  M.D. 

AN  EXPERIENCE  IN  OCCUPA-; 
TIONAL  MEDICINE 

In  early  1972, 1 first  started  into  the  field  of 
occupational  medicine.  I had  just  left  a big 
practice  in  obstetrics-gynecology  and, 
frankly,  was  not  ready  for  the  changes  I met. 
At  first,  I was  overwhelmed  with  LWC  (Lost 
Workday  Cases),  RWC  (Restricted  Workday 
Cases),  MTC  (Medical  Treatment  Cases) 
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versus  first-aid  cases.  I wondered  why  I put 
myself  in  this  chaotic  situation,  and  if  I would 
ever  master  it.  My  supervisor  and  the  other 
physicians  were  extremely  helpful,  and  the 
management  of  the  departments  I was 
assigned  to  were  patient  and  very  supportive. 

Within  six  months,  I felt  comfortable  and 
sort  of  at  home.  The  more  than  2,000  people 
that  I dealt  with  became  patients,  not 
employees,  and  their  concerns  were  my 
concerns.  I had  become  a full-fledged 
occupational  medicine  physician,  a 
physician  who  understood  that  he  must 
practice  medicine  with  the  Hippocratic  oath 
as  the  cornerstone,  have  respect  for  his 
patients  and  practice  the  art  of  diagnosis  and 
healing.  I also  understood  my  role  in  regard 
to  the  company  that  employed  me.  I must  say 
in  complete  honesty  that  I never  had  to 
compromise  my  medical  opinions  because  of 
company  loyalty,  and  my  medical  opinion 


always  took  first  priority  in  regard  to  an 
employee’s  well-being. 

Later  in  my  career,  I was  given  a 
managerial  position,  and  with  this  came  new 
duties.  I now  got  involved  in  some  traveling, 
government  regulations,  salary  administra- 
tions, and,  of  course,  supervising  people.  I 
also  had  the  responsibility  for  6,000  plus 
employees  (with  the  help  of  two  other 
physicians),  which  was  another  challenge. 
Again  the  “esprit  de  corps”  of  my  department 
allowed  me  to  gradually  learn  my  new  job; 
management  support  was  tremendous. 
Today,  I have  been  in  this  new  job  for  nine 
years.  I practice  medicine  and  do  my 
administrative  duties;  in  addition,  I am  in 
charge  of  our  Substance  Abuse  Program.  My 
management  respect  and  listen  to  my 
opinions;  the  employees  trust  my  judgment 
and,  in  turn,  are  very  supportive.  I have 
enjoyed  these  14  years  in  occupational 
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medicine;  it  is  a continuous  learning  process, 
and  I hope  I continue  to  be  up  to  the 
challenge. 

I have  only  one  regret  and  that  is  that  I did 
not  start  into  occupational  medicine  in  1953 
when  I graduated  from  medical  school.  Soon, 
due  to  age,  I must  retire  from  my  position,  but 
I hope  in  the  future  to  continue  in  some  aspect 
of  occupational  medicine. 

Orlando  P.  Tedesco,  M.D. 
CONVALESCENCE  AND  RETURN  TO 
WORK: 

A CASE  FOR  PHYSICIAN  COOPERA- 
TION 

Occupational  medicine  specialists  and 
personal  physicians  may  find  themselves  in 
disagreement  when  addressing  the  issue  of 
when  a convalescing  employee  should  return 
to  work.  The  occupational  medicine  specialist 
seeks  the  earliest  return  to  work  that  is 
consistent  with  the  employee’s  health  and  job 
demands.  The  personal  physician  may 
specify  a longer  convalescence  period  due  to 
patient  expectations,  inadequate  knowledge 
about  the  work  environment,  or  concerns 
about  litigation.  We  believe  that  cooperation 
between  employee,  employer,  and  physician 
towards  an  early  return  to  work  is  more 
beneficial  since,  in  our  experience,  employees 
recover  and  return  to  full  productivity  faster. 

An  employer’s  costs  for  employee  illness  or 
injury  doesn’t  end  with  the  cost  of  medical 
care  needed  to  effect  recovery.  It  can  also 
include  the  costs  of  wages,  salaries,  and  lost 
productivity  during  convalescence. 
Admittedly,  convalescence  costs  aren’t  as 
great  or  as  well  documented  as  medical  costs 
(they  are  probably  about  10-20  percent  of  the 
latter);  however,  they  are  still  substantial 
when  one  considers  that  national  medical 
costs  in  1984  were  estimated  at  387  billion 
dollars. 

Can  we  reduce  this  cost  to  our  economy 
without  undue  risk  to  employees’  health? 
There  are  indications  that  progress  in  this 
area  may  be  feasible.  First,  convalescence 
times  vary  significantly  from  employee  to 
employee;  and  secondly,  average 
convalescence  periods  have  not  kept  pace 
with  recent  practice  pattern  changes,  i.e., 
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fewer  inpatient  admissions  and  shorter 
lengths  of  stay. 

To  address  this  issue,  it  is  helpful  to  first 
consider  what  factors  contribute  to  lengthy 
and  variable  convalescence  periods.  Some  of 
them  are: 

1.  Employees  differ  in  their  motivation  to 
return  to  work,  in  their  ability  to  deal 
with  discomfort,  and  their  rate  of 
healing. 

2.  Jobs  differ  in  their  physical  demands. 

3.  Physicians  differ  in  their  under- 
standing and  approach  to  convales- 
cence and  return  to  work  just  as  they  do 
in  other  aspects  of  their  practice 
patterns. 

4.  Companies  differ  as  to  their  attitude 
about  disability  and  return  to  work, 
their  policies,  practices,  and  benefit 
plans. 

5.  Lack  of  current  research  data  on 
appropriate  convalescence  periods. 

The  lack  of  research  on  appropriate 
convalescence  periods  won’t  be  solved  soon. 
However,  there  are  several  actions  which 
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improve  the  situation. 


Editorials 


Employers  should: 

1.  Establish  disability  policies,  practices, 
and  benefit  plans  that  treat  employees 
as  individuals  and  encourage  them  to 
return  to  work  when  medically 
appropriate. 

2.  Modify  the  job  so  that  the  employee  can 
return  to  work  without  exceeding 
activity  limits  prescribed  by  the 
personal  physician. 

3.  Educate  employees  regarding  the 
benefits  of  early  return  to  work. 

4.  Establish  good  communications  with 
local  physicians  to  promote 
understanding  of  the  issues. 

5.  Arrange  educational  seminars  with 
local  physicians  and  occupational 
medical  specialists  on  early  return  to 
work. 

Personal  physicians  should: 

1.  Recognize  the  need  for  and  benefits  of 
early  return  to  work. 

2.  Establish  a dialogue  with  employers  to 
understand  how  they  manage 
convalescence,  including  the  physical 
demands  of  the  job  and  possible 
modifications  to  accommodate 
convalescence. 

3.  Work  with  employers,  occupational 
medicine  specialists,  and  patients  on 
an  individual  basis  to  effect  early 
return  to  work. 

We  believe  this  will  lead  to  a reduction  in 
convalescence  which  is  medically 
unnecessary,  yet  treat  each  patient  with  the 
individual  concern  needed  to  effect  good 
recovery  without  confrontation  between  the 
personal  physician  and  the  occupational 
medicine  specialist. 

Robert  N.  Ligo,  M.D. 

Alan  J.  Hay,  M.D. 

William  C.  Deans 

Drs.  Ligo  and  Hay  and  Mr.  Deans  are  members  of  the  Employee  Relations 
Department,  E.  I.  Du  Pont  de  Nemours  & Co.,  Inc. 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


TOXICITY  OF  NITROAROMATIC  COMPOUNDS, 
edited  by  Douglas  E.  Rickert,  Chemical  Industry 
Institute  of  Toxicology,  Hemisphere  Press,  Wash- 
ington (McGraw-Hill  International),  1985,  48 
contributors,  295  pp.  Price  $49.50. 

This  book  is  the  result  of  the  Fifth  CUT  Con- 
ference on  Toxicology  held  in  Baleigh,  N.C., 
January  28-29,  1982.  One  goal  of  the  Confer- 
ence was  to  bring  together  workers  in  the  toxi- 
cology of  the  monocyclic  nitroaromatic  com- 
pounds with  their  counterparts  who  were  study- 
ing polycyclic  nitroaromatic  compounds. 

The  first  chapter  gives  an  overview  of  the 
industrial  and  agricultural  uses  of  many  deriva- 
tives of  nitrobenzene,  aniline,  and  nitre  toluene. 
Very  contemporary  uses  of  these  materials  are 
included,  such  as  polyurethane  in  auto  bumpers, 
roller  skates,  and  bicycle  wheels.  Fate  in  the 
aquatic  environment  is  discussed  for  the  nitxo- 
toluenes.  Acute  (14-day)  exposures  of  rodents 
to  nitrobenzene  produced  pathology  in  mutiple 
organs,  but  the  authors  concluded  that  the  cause 
of  death  was  bilateral  cerebellar  perivascular 


hemorrhage  rather  than  the  effects  of  anoxia 
produced  by  methemoglobinemia.  Dr.  Howard 
Maibach  contributed  a chapter  summarizing  the 
percutaneous  absorption  of  several  nitroaromatic 
compounds  through  both  human  and  monkey 
skin. 

Chapter  4 discusses  cancer  of  the  liver  pro- 
duced in  rats  by  dinitrotoluene.  Teratogenesis 
was  demonstrated  with  p-nitro  aniline  and  p- 
nitrochlorobenzene  in  rats  and  rabbits,  but  only 
at  levels  which  also  produced  obvious  maternal 
toxicity.  Dr.  Rickert  studied  the  internal  circu- 
lation of  dinitrotoluene  and  finds  sex  and  species 
differences  in  its  uptake  by  ( and  potential  dam- 
age to)  the  fiver  as  a result  of  metabolism  by 
intestinal  microflora.  Work  with  DNA  adducts 
suggests  that  enzymatic  reduction  of  nitro-com- 
pounds,  particularly  polycyclic  ones,  is  a pre- 
liminary step  to  the  formation  of  adducts  and 
mutagenic  activity.  In  vivo  tests,  such  as  un- 
scheduled DNA  synthesis  in  isolated  rat  hepa- 
tocytes,  show  genotoxic  activity  of  dinitrotoluene, 
except  in  germ-free  animals.  This  also  suggests 
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that  intestinal-tract  microorganisms  supply  the 
enzymatic  activity  needed  to  metabohze  dinitro- 
toluene  into  a genotoxic  intermediate. 

Polycyclic  nitro-compounds  are  found  in  some 
batches  of  carbon  black  used  in  xerographic 
“toners,”  also  in  some  diesel-engine  exhaust  par- 
ticulars. Some  polycyclic  nitro-compounds  were 
mutagenic  in  the  Ames  Salmonella  assay  even 
without  metabolic  activation,  but  most  are  more 
strongly  mutagenic  in  the  presence  of  liver 
homogenate  (“S-9”)  from  rats  pretreated  with 
Aroclor©  1254,  a known  enzyme  inducer.  The 
mutagenicity  of  polycyclic  nitro-arenes  appears 
to  result  from  their  metabolic  conversion  to  hy- 
droxylamines,  the  same  active  groups  which  lead 
to  methemoglobin  formation  in  the  animal.  The 
presence  of  oxygen  tends  to  favor  re-oxidation 
to  the  nitroarenes,  thus  supplying  another  ra- 


tionale for  early  treatment  of  methemoglobi- 
nemia with  supplementary  oxygen. 

Another  study  from  CUT  showed  no  demon- 
strable impairment  in  Fertility  of  579  men  em- 
ployed at  three  U.S.  plants  manufacturing  dini- 
trotoluene  or  toluenediamine.  “Sub-clinical”  find- 
ings such  as  anemia,  cataracts,  and  liver  func- 
tion changes  were  seen  in  some  trinitrotoluene 
(TNT)  workers,  chiefly  wartime  shell  loaders, 
who  were  exposed  for  many  years  to  levels  of 
TNT  well  above  the  current  Threshold  Limit 
Value  of  0.5  mg/M®. 

Because  of  differences  in  individual  sensitivity, 
well  demonstrated  by  the  striking  sex  and  species 
differences  in  cancer  incidence  in  rodents,  it  is 
not  possible  to  select  a statistical  model  which 
will  permit  rehable  risk  assessment  for  human 
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exposures.  Much  more  information  is  needed 
on  the  complex  paths  of  metabolic  activation, 
of  DNA  adduct  formation,  and  of  transport  of 
these  compounds  to  target  tissues  in  the  body. 
While  this  research  is  in  progress,  it  appears 
that  exposure  control  measures  adequate  to  pre- 
vent methemoglobinemia  and  liver  function 
compounds  would  also  prevent  hepatic  mahg- 
nancy. 

William  L.  Sprout,  M.D. 

% SH  % 

TAKE  CARE  OF  YOUR  HEART  by  Ezra  A.  Amster- 
dam, M.D.  and  Ann  M.  Holmes,  Focts  on  File 
Publications,  New  York,  1983.  343  pp.  Ulus. 
Price  $14.95. 

This  is  a book  for  patients.  Dr.  Amsterdam 
is  Professor  of  Medicine  and  Director  of  the 


Coronary  Care  Unit  at  University  of  California 
at  Davis.  Ms.  Holmes  is  a medical  science 
writer.  They  lived  up  to  the  promise  in  their 
subtitle  and  have  assembled  a complete  guide  j 
for  oai'diac  patients  and  their  families  which  i 
covers  risk  factors,  diagnosis,  treatment  and  re- 
habilitation. The  language  is  simple  and  the  J 
explanations  are  lucid.  They  give  specific  and 
easily  understandable  accounts  of  medicines  and 
procedures  in  addition  to  names,  addresses,  and 
phone  numbers  of  community  resources  and  of 
agencies  which  will  be  helpful.  The  overall  mes- 
sage is  one  of  hope,  that  things  can  be  done,  ! 
prophylactically  and  therapeutically.  | 

This  is  a good  book  to  recommend  to  your  . 
cardiac  patient  who  asks,  “Why  me?” 

David  Platt,  M.D. 


UNWANTED  HAIR  PERMANENTLY  REMOVED 

Frances  B.  Aerenson, 
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DMARDs 


Disease  modifying  anti-rheumatic  drugs 
(DMARDs)  consist  of  second  line  agents  used 
to  treat  aggressive  rheumatoid  arthritis.  This 
family  of  pharmacologic  agents  are  also 
referred  to  as  RIDs  (remission  inducing 
agents)  because  of  their  potential  for  causing 
remission  of  destructive  synovitis  and 
SAARDs  (slow-acting  anti-rheumatic  drugs) 
because  of  their  tendency  to  slowly  exert  an 
effect  over  three  to  nine  months.  They  have  a 
prominent  place  in  the  medical  management 
of  rheumatoid  arthritis  and  are  now  being 
used  earlier  in  the  clinical  course  of  disease. 

First  line  therapy  still  consists  of 
education,  appropriate  application  of  rest 
and  exercises  (both  specific  and  general), 
physical  therapy  and  anti-inflammatory 
doses  of  aspirin  or  the  newer  non-steroidal 
anti-inflammatory  drugs.  Many  patients  can 
be  managed  in  this  way  and  many  will  have 
spontaneous  remission.  However,  many 
patients  will  continue  to  have  symptomatic 
objective  polyarthritis  despite  six  months  of 
maximal  therapy.  Other  patients  may  seem 
to  be  adequately  controlled  but  serial 
radiographs  will  demonstrate  progressive 
erosive  disease.  It  is  these  patients  with 
incomplete  responses  to  first  line  therapy 
after  six  months  or  evidence  of  erosive 
synovitis  who  are  candidates  for  DMARD 
therapy.  The  clinical  presentation  of  an 
insidious  additive  polyarthritis,  presence  of 
rapid  ESR,  high  titer  rheumatoid  factor, 
subcutaneous  nodules,  and  thrombocytosis 
! are  all  early  clues  to  a more  aggressive 
; clinical  course  and  may  help  sway  a decision 
; to  begin  DMARD  therapy. 

1 At  present  Myochrysine,  Solganol, 

ij  * Editorial  Subcommittee  of  the  Medical  and  Scientific  Committee,  The 

* Delaware  Chapter  Arthritis  Foundation. 


Ridaura,  Plaquenil,  depenicillamine, 
Imuran,  methotrexate  and  Cytoxan  make  up 
the  DMARD  family.  Most  rheumatologists 
recommend  gold  treatment  or  hydroxy 
chloroquine  as  initial  treatment.  It  would  be 
ideal  if  we  had  a suitable  test  that  could 
identify  which  drug  was  best  suited  for  an 
individual  patient.  Since  such  a test  does  not 
exist,  these  drugs  are  used  sequentially  until 
one  is  found  that  is  effective  and  well 
tolerated.  Since  these  agents  act  slowly  to 
halt  disease  activity,  it  often  takes  four  to 
twelve  months  before  the  treating  physician 
can  make  an  assessment  of  drug  efficacy. 

Traditionally,  gold  has  been  given  by  intra- 
muscular  injection  (Myochrysine  or 
Solganol)  but  more  recently  an  oral  form  has 
become  available  (Ridaura).  If  gold  and 
Plaquenil  have  proven  ineffective  or  are 
poorly  tolerated,  depenicillamine  has 
traditionally  been  prescribed.  There  is  now 
growing  interest  in  methotrexate  as  an  anti- 
inflammatory and  disease  modifying  drug  in 
rheumatoid  arthritis.  It  is  given  in  pulsed 
fashion  once  weekly  by  mouth  or  by  intra- 
muscular injection.  In  severe,  aggressive  and 
recalcitrant  disease,  azathioprine  and 
cyclophosphamide  may  be  used. 

All  DMARDs  are  toxic  agents  with 
multiple  and  complex  side-effects.  Patients 
must  be  carefully  educated  about  these  and 
continually  questioned  and  reminded  of 
potential  toxicities.  Appropriate  close 
monitoring  of  laboratory  and  other  studies 
should  be  carried  out  by  the  treating 
physician. 

The  use  of  DMARDs  is  frequently  justified 
by  a good  clinical  response  in  what  was 
previously  a devastating  chronic  illness. 
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The  Comprehensive  Headache  Center 

at  The  Germantown  Hospital  and  Medical  Center  in  cooperation  with 
Temple  University  School  of  Medicine,  Department  of  Neurology 
Presents 


V 

# Second  Annual— 

/ A HEADACHE  SYMPOSIUM 

/ ‘ 


New  Advances  In  Headache  Treatment 


Moderator:  Elliott  A.  Schulman,  M.D. 

Attending  Neurologist  and  Co-Director  of  The 
Comprehensive  Headache  Center 
The  Germantown  Hospital  and  Medical  Center 
Assistant  Professor  of  Neurology,  Temple  University 


Saturday,  May  10,  1986  9AM-3:30P.M. 
at  The  Germantown  Hospital  and  Medical  Center 

One  Penn  Boulevard,  Philadelphia,  Pa, 

(adjacent  to  LaSalle  University  at  the  intersection 
of  Wister  Street,  Chew  and  OIney  Avenues) 


Featured  Speakers  and 


Introduction  and  Welcoming  Remarks  Cluster  Headache 

Wallace  McCune,  M.D.  Lee  Kudrow,  M.D. 

Professor  of  Medicine  Director,  California  Medical  Clinic 

Temple  University  School  of  Medicine  for  Headache 

Chairman,  Department  of  Medicine  Encino,  California 

The  Germantown  Hospital  and  Medical  Center 


New  Concepts  in  the  Treatment  of  Migraine  Post  Traumatic  Headaches 


Stephen  D.  Silberstein,  M.D. 

Chief,  Neurology  Section  & Co-Director 

The  Comprehensive  Headache  Center 

Associate  Professor  of  Neurology,  Temple  University 

Analgesic  Rebound  and  Chronic 
Muscle  Contraction  Headache 


Joel  Saper,  M.D. 

Director,  Michigan  Headache  and 
Neurological  Institute,  P.C. 

Clinical  Associate  Professor  of 
Medicine  (Neurology) 

University  of  Michigan 
Ann  Arbor,  Michigan 


Alan  Rapoport,  M.D. 

Co-Director,  The  New  England 

Center  for  Headache,  Cos  Cob,  Connecticut 

Additional  Participants  will  include: 


Ronald  S.  Kaiser,  Ph.D.,  Clinical  Psychologist  and  Co-Director,  The  Comprehensive  Headache  Center; 
Assistant  Professor  of  Psychology,  Hahnemann  University. 


Gregory  J.  Tramuta,  M.D.,  Psychiatrist  and  Co-Director,  The  Comprehensive  Headache  Center;  Clinical 
Assistant  Professor  of  Psychiatn/,  Temple  University. 


Joseph  P.  Primavera  III,  Staff  Psychologist  and  Co-Director,  The  Comprehensive  Headache  Center;  Vocational 
Services  Director  of  The  Rehabilitation  Diagnostic  Center,  The  Germantown  Hospital  and  Medical  Center. 


A roundtable  discussion  will  include  controversial 
topics  in  headache  management  and  difficult  cases. 

* Plan  to  bring  your  difficult  cases  for  discussion. 

Credit: 
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provided  it  is  completed  as  designed. 
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Registration  Fee: 

$1 5.00  includes  coffee  breaks,  lunch  and 
registration  material. 
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The  Germantown  Hospital  and  Medical  Center 

and  send  by  May  1,  1986  to: 

The  Comprehensive  Heedeche  Center 

The  Germantown  Hospital  and  Medical  Center 
One  Penn  Boulevard  Philadelphia,  PA  19144 
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CORRECT  IMPRESSIONS 


Medicine  and  physicians  in  America  have 
elevated  the  care  of  patients  to  a superb  level 
and  in  doing  so  have  disturbed  the  very  foun- 
dation which  made  it  possible.  Namely,  the 
cost  of  care  has  also  risen  to  a point  where  pay- 
ment by  a patient’s  resources  and  those  of  pre- 
payment plans  cannot  cope.  It  is  reality  that 
these  will  continue  to  rise  as  technology,  infla- 
tion, an  aging  population,  people’s  expectations 
and  other  factors  assume  a further  role. 

It  is  not  my  intention  to  delve  into  these  but 
to  bring  to  focus  one  aspect  which  I find  dis- 
turbing. This  is  the  seeming  piu’pose  of  our 
governments  and  the  press  in  creating  a de- 
meaning aura  surrounding  physicians.  The  basic 
underlying  drive  is  the  inability  to  adequately 
pay  for  and  to  shrug  off  the  responsibility  for 
services  that  have  become  “a  right”  and  those 
which  our  politicians  with  their  largess  now  find 
they  can’t  fund. 

We  find  leaks  to  the  public,  “Doctor  is  ac- 
cused of  fraud”— not  when  fraud  is  proven  nor 
when  “the  doctor”  happens  to  be  one  of  the 
ancillaiy  quasi-professionals.  Is  there  retraction 
when  no  fraud  is  found  or  that  a physician  is 
not  involved?  Again,  a headline  will  print,  “Doc- 
tor paid  a million  dollars  a year  for  Medicaid.” 
Is  there  an  explanatory  note  to  clarify  that  he  is 


a fiscal  agent  for  a group?  Lists  of  physicians 
who  accept  (or  don’t)  Medicare  assignments 
are  made  public.  Many  of  those  are  inaccurate 
due  to  omissions— is  there  ever  a correction? 

I am  reminded  of  when  a new  head  for  our 
local  review  organization  was  selected.  She 
came  with  excellent  qualifications  having  worked 
for  the  federal  government.  In  her  opening  talk 
before  New  Castle  physicians  she  stated  that 
in  her  former  capacity  she  had  55  physicians  on 
the  carpet  and  that  50  of  those  were  exonerated. 
I wonder  if  90  percent  error  is  considered  excel- 
lent? Is  there  a quota  of  “bad  apples”  that  must 
make  up  a good  record? 

I have  yet  to  see  any  public  references  com- 
plimenting physicians  for  the  work  they  do  daily 
for  Medicare  patients  but  I have  been  notified 
that  my  fees  are  frozen.  Frankly,  this  leaves 
me  cold. 


John  H.  Benge,  M.D. 
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Feast  or  Famine 


In  our  society,  eating  habits  vary,  and  food  is  often  used  as 
more  than  a source  of  nourishment.  So  we  accept  many  individ- 
ualized patterns. 

But  some  people  go  too  far.  The  anorectic,  threatened  by 
food,  slips  into  a pattern  of  self-imposed  starvation.  The  bulimic, 
using  food  as  a narcotic,  binges  and  purges  in  an  attempt  to  cope 
with  overpowering  emotions. 

The  problems  demand  expert  intervention  of  an  unusually 
comprehensive  sort.  They  demand  nothing  short  of  what  Shep- 
pard Pratt  now  provides  in  its  Eating  Disorders  Program. 

Just  as  the  ideal  diet  for  any  individual  is  a matter  of  proper 
balance,  the  ideal  treatment  for  anorexia  or  bulimia  must  also  be 
properly  balanced  and  individualized.  For  this  reason,  Sheppard 
Pratt  carefully  evaluates  each  patient  and  tailors  a treatment 
program  that  draws  on  all  necessary  disciplines:  medicine,  psy- 
chiatry and  social  work.  And  we  administer  this  treatment  inten- 
sively, continuously —from  inpatient  to  outpatient  to  aftercare. 

Sheppard  Pratt  is  achieving  good  results  with  eating-disor- 
dered patients  by  countering  the  extremes  of  feast 
or  famine  with  a steady  diet  of  multi-disciplinary 
guidance  and  care. 

For  a more  detailed  description  of  the  Eating 
Disorders  Program  at  Sheppard  Pratt,  please 
contact:  Dr.  David  Waltos,  Admissions  Officer, 

Sheppard  and  Enoch  Pratt  Hospital,  PO.  Box 
6815,  Baltimore,  MD  21204.  (301)  823-8200. 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT, 
EDUCATION  AND  RESEARCH 


For  the  past  37  years,  more  Americans  have  chosen  to  own  Cadillac  than  any  other  luxury  car. 
And  for  more  than  80  years  now,  having  that  name  on  your  car  has  meant  you  drive  one  of 
the  world's  premier  automobiles.  One  look  . . . one  demonstration  drive  . . . will  convince 
you.  Haven’t  you  promised  yourself  a Delaware  Cadillac  long  enough.^ 
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Tuesday  and  Friday  8 a. m.  to  6 p.m.;  Saturday  10  a. m.  to  4 p.m. 
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LUPUS  ANTICOAGULANTS 


Carolyn  F.  Sidor,  M.D. 

S.  Eric  Martin,  M.D. 

Robert  Abel,  MT  (ASCP),  SH 
Philip  M.  Blatt,  M.D. 


The  widespread  use  of  coagulation  studies 
to  evaluate  the  presence  of  bleeding  disorders 
has  led  to  the  frequent  and  often  incidental 
finding  of  a circulating  inhibitor  of  blood 
coagulation.  Such  acquired  anticoagulants 
are  soluble  components  of  blood  that  may 
have  little  clinical  importance  or  may 
represent  a therapeutic  challenge  to  the 
physician  involved.  In  general,  there  are 
three  major  types  of  acquired  circulating 
anticoagulants:  those  induced  therapeutical- 
ly (heparin),  those  directed  against  single 
coagulation  factors,  and  the  lupus 
anticoagulants  (LA). 

In  1952,  Conley  and  Hartmann  described 
two  patients  with  systemic  lupus 
erythematous  (SLE)  who  had  prolongation  of 
their  whole  blood  clotting  time  and 
prothrombin  time  without  decreased  levels  of 
any  specific  clotting  factor.  ^ When  the 
patient’s  plasma  was  mixed  with  normal 
plasma,  clotting  times  remained  prolonged. 
By  1961,  a review  of  the  literature  by 
Margolius,  Jackson,  and  Ratnoff  described 
28  cases. 2 In  1971,  Feinstein  and  Rapaport 
applied  the  term  lupus  anticoagulant.^  Only 

Dr.  Sidor  is  now  a fellow  in  hematology  at  Lankenau  Hospital  in 
* Pennsylvania. 

Mr.  Abel  is  supervisor  of  the  Clinical  Coagulation  Laboratory  at  The 
Medical  Center  of  Delaware. 

Doctors  Martin  and  Blatt  are  practicing  hematology  in  Wilmington. 
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recently  have  we  learned  that  the  presence  of 
the  circulating  immunoglobulins  known  as 
lupus  anticoagulants  does  not  predispose 
patients  to  bleeding  unless  it  is  associated 
with  thrombocytopenia,  hypoprothrombin- 
emia,  or  qualitative  platelet  dysfunction. ^ 
Paradoxically,  LA  does  predispose  patients 
to  thromboembolic  events  and  is  a serious 
risk  factor  for  thromboembolic  events. 

Prevalence 

Although  the  term  lupus  anticoagulant  has 
been  applied  to  these  immunoglobulins,  the 
majority  of  patients  do  not  have  SLE,  and 
only  10  percent  of  patients  with  SLE  have  a 
LA  (Table  1).  The  prevalence  rate  depends 
largely  on  the  tests  employed  and  varies  from 
0.4  to  65  percent  in  the  literature.  In  one 
series  reported  in  1976,  58  patients  with  a LA 
were  studied  (Table  2):  50  percent  did  not  have 
SLE  and  these  immunoglobulins  were 
associated  with  other  systemic  diseases  such 
as  carcinoma,  hypothyroidism,  rheumatoid 
arthritis,  diabetes,  and  vasculitis.  Drug- 
induced  lupus-like  syndromes  have  also  been 
described,  especially  associated  with 
hydralazine,  chlorpromazine,  and 
procainamide;  these  patients  may  develop  a 
LA  as  part  of  their  syndrome.”  A lupus 
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anticoagulant  can  occur  in  families; 
although  some  families  reported  had  SLE, 
approximately  50  percent  occurred  in 
families  with  no  history  of  SLE.^^  Perhaps 
most  importantly,  a LA  can  occur  in  patients 
without  any  associated  diseases.  At  The 
Medical  Center  of  Delaware,  approximately 
50  patients  annually  are  found  to  have  the 
LA. 

False  positive  serologies  in  , tests  for 
syphilis  occur  in  17-44  percent  of  patients 
with  SLE. The  frequency,  however,  of  false 
positive  serologies  in  patients  with  lupus 
anticoagulants  and  SLE  is  much  higher,  50- 
80  percent. These  patients  have 
antibodies  to  cardiolipin,  the  antigen  used  in 


prothrombin  times  (PT).  Several  tests  have 
been  used  to  determine  its  presence  because 
no  one  coagulation  test  is  diagnostic  and  a 
combination  of  tests  is  usually  necessary  to 
establish  the  diagnosis. 

The  hallmark  of  the  presence  of  a LA  is 
prolongation  of  phospholipid-dependent 
coagulation  tests  including  prothrombin 
times,  partial  thromboplastin  times,  and 
tissue  thromboplastin  inhibition  (TTI): 
generally  without  correction  by  mixtures 
with  .normal  plasma. ^ Although  initial 
studies  postulated  several  different 
mechanisms  to  explain  the  effects  of  these 
anticoagulants,  recent  evidence  suggests 
that  they  are  antibodies  which  react  with 


TABLE  1 

PERCENTAGE  OF  PATIENTS 

HAVING  SLE  WITH  A LA  REFERENCE 

12 

Frick  (1955)(14) 

16 

Lee  and  Sanders  (1955)(15) 

8 

Margolis  (1961  )(2) 

9 

Margolis  (1961)(2) 

6 

Regan  (1974)(16) 

10 

Lee  and  Miotti  (1975)(17) 

TABLE  2 

PATIENTS  WITH  A LA  AND  NO 
EVIDENCE  OF  SLE  (ref.  11) 

CLINICAL  DIAGNOSIS  PERCENTAGE 

Oncological  disorders 

28 

Gynecological  disorders 

14 

Urological  disorders 

14 

Immunological  disorders 

14 

Neurological  disorders 

10 

Cardiovascular  disorders 

10 

Others 

10 

serological  tests. 

Coagulation  Tests 

In  order  to  understand  the  clinical 
implications  of  the  lupus  anticoagulant  (LA) 
one  must  have  an  appreciation  of  several 
laboratory  tests  performed  to  determine  its 
presence.  The  LA  is  a spontaneously  acquired 
immunoglobulin,  usually  an  IgG  or  IgM  that 
occurs  in  a variety  of  clinical  situations  and 
interferes  in  most  phospholipid-dependent 
coagulation  tests.  Most  often  partial 
thromboplastin  times  (PTT)  are  prolonged 
with  only  slight  or  no  increase  in 


regions  in  acidic  phospholipids  present  in 
reagents  used  to  supply  the  equivalent  of 
platelet  phospholipid  in  these  tests. 

A simplified  version  of  the  clotting  cascade 
is  shown  in  Figure  1.  The  reaction  of 
activated  factor  X (FXa)  with  activated  factor 
W(FVa),  calcium,  and  phospholipid  {in 
vitro)  or  platelets  {in  vivo)  yields  a complex 
referred  to  as  prothrombinase.^®  This 
complex  acts  as  an  enzyme  to  catalyze  the 
conversion  of  prothrombin  to  thrombin.  In 
vitro  tests  such  as  the  PTT  use  phospholipids 
as  platelet  substitutes  added  to  platelet-poor 
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plasma.  The  LA  is  an  antibody  directed 
against  this  phospholipid  and  thus  blocks  the 
activation  of  prothrombin  to  thrombin  by 
inhibiting  formation  of  the  complex 
prothrombinase  during  in  vitro  testing. 
(Figure  2) 

Prolongation  of  the  PTT  also  occurs 
because  of  specific  factor  deficiencies  (Figure 
3,  upper  figure,  parallel  lines),  or  other 
antibodies.  As  patient’s  plasma  is  diluted 
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t 
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FIGURE  1 

The  formation  of  thrombin  from 
prothrombin  requires  the  presence  of  clotting 
factors,  calcium,  and  phospholipid.  In  the  test 
tube  (APTT,  upper  panel),  phospholipid  is 
provided  artificially;  in  vivo,  phospholipid 
comes  from  the  platelet  membrane 
(lov\^er  panel). 

with  plasma  deficient  in  a single  factor,  at 
low  dilutions  those  with  a LA  will  have 
clotting  times  longer  than  expected  on 
dilution  alone  (Figure  3,  lower  figure, 
nonparallel  lines).  At  low  dilutions  the  LA  is 
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FIGURE  2 


The  lupus  inhibitor  interacts  with  phos- 
pholipids provided  in  the  test  tube  (APTT, 
upper  panel),  but  does  not  interfere  with  the 
in  vivo  surface  provided  by  platelets  (lower 
panel). 

still  present  in  sufficient  quantity  to  bind  the 
phospholipid  used  in  the  test.  Patients  with  a 
LA  may  show  the  kinetics  in  Figure  3,  (lower 
figure)  in  several  factor  assays. 

Generally,  mixing  tests  provides  a 
convenient  way  to  strongly  suggest  the 
presence  of  a LA  when  the  full  range  of 
laboratory  tests  are  not  available.  Equal 
mixtures  of  plasma  from  the  patient  with 
normal  plasma  generally  do  not  correct  the 
PTT  in  patients  with  a LA  because  the 
immunoglobulin  is  still  present  to  bind  the 
phospholipids.  If,  however,  a factor 
deficiency  accounts  for  the  original  elevated 
PTT,  mixing  patients’  plasma  with  normal 
plasma  will  supply  the  missing  factor  and  the 
PTT  will  usually  correct  to  near  normal  or 
normal.  The  reliability  of  mixing 
experiments  increases  with  the  prolongation 
of  the  PTT  and  thus  is  more  reliable  if  PTTs 
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PLASMA  DILUTION 


PLASMA  DILiniON 

FIGURE  3 

Clotting  Factor  Assays:  Plasmas  deficient 
in  clotting  factors  without  inhibitor  show 
longer,  but  proportional  (parallel)  times  as 
compared  to  normal  plasma  (upper  panel). 
In  the  lower  panel,  the  lupus  inhibitor  (open 
squares)  looses  “potency”  as  the  plasma  is 
diluted,  so  lines  are  non-parallel. 


are  greater  than  50  seconds. 

Tissue  thromboplastin  inhibition  tests 
(TTI)  use  Simplastin^  (General  Diagnostics, 
Morris  Plains,  NJ)  as  the  phospholipid,  the 
same  reagent  often  used  to  measure 
prothrombin  times.  The  reagent  is  diluted 
and  the  clotting  times  are  measured. ^ This 
test  can  identify  an  inhibitory  activity 
directed  against  Simplastin.  When  such  an 
inhibitor  is  present,  as  the  phospholipid  is 
diluted,  clotting  times  are  prolonged  out  of 
proportion  to  normals  as  shown  in  Figure  4.  A 
ratio  of  1.3  or  greater  is  considered  suggestive 
of  a LA.  Drug-induced  LAs  and  lupus 
anticoagulants  of  the  IgM  type  often  have 


DILUTION  or  COMMERCIAL  PHOSPHOLIPID 

FIGURE  4 

Tissue  thromboplastin  assay:  The 
commercial  source  of  phospholipid  is 
diluted,  the  lupus  inhibitor  (open  squares) 
increases  in  “potency,”  clotting  times  get 
disproportionately  longer  as  compared  to 
normal  plasma. 


negative  TTI  tests. 

When  platelets  are  substituted  for 
phospholipids  the  time  required  to  form  clot  is 
shortened  and  the  amount  of  shortening  is 
always  more  than  that  obtained  with  saline 
controls  (platelet  neutralization  procedure, 
PNP).2o  The  fact  that  platelets  seem  to  be  able 
to  bypass  the  effect  of  the  LA  in  phospholipid- 
dependent  tests  may  explain  why  these 
patients  do  not  have  bleeding  problems. 

When  a specific  or  nonspecific  (LA  type) 
antibody  is  present  precise  measurement  of  a 
specific  coagulation  factor  may  not  always  be 
possible,  that  is,  the  assay  results  may  be 
uninterpretable  (UI). 

Thus,  the  diagnosis  of  a lupus 
anticoagulant  depends  on  the  following 
criteria: 

-prolonged  PTT  in  an  individual  with  little 
history  of  bleeding 

-inability  of  normal  plasma  to  shorten  the 
patient’s  PTT  in  most  cases 

-abnormalities  in  more  than  one  clotting 
factor  level  reflecting  the  phospholipid 
requirement  for  these  determinations 
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-demonstration  of  increments  in  the 
inhibitor  effect  by  decreasing  the 
concentration  of  the  phospholipid  reagent 
(TTI) 

-partial  or  complete  correction  of  the  PTT 
by  using  platelets  as  the  source  of  the 
phospholipid  surface  (PNP) 

The  results  of  a typical  patient  with  a lupus 
anticoagulant  are  shown  in  Figure  5.  The 
bottom  right  corner  demonstrates  positive 
results  in  the  three  separate  coagulation  tests 
just  described.  It  must,  however,  be 
emphasized  that  not  all  of  the 
aforementioned  tests  are  abnormal  in 
patients  with  LA. 

Thrombotic  Complications 

Despite  the  finding  of  a prolonged  partial 
thromboplastin  time  (PTT)  patients  with  the 
lupus  anticoagulant  do  not  show  a bleeding 
tendency.  This  appears  to  be  explained  by  the 
fact  that  the  antibody  is  unable  to  react  with 
the  phospholipid  when  it  is  present  on 
platelet  membranes  in  vivo.  Exceptions  are 
situations  in  which  the  platelet  count  is 
decreased  or  hypoprothrombinemia  exists.  A 
subset  of  patients  with  LA  exists  who  develop 
a prolonged  PTT  and  may  exhibit  abnormal 
bleeding.  Current  evidence  suggests  that  a 
low  prothrombin  develops  in  these  patients 
from  the  presence  of  a second  antibody  that 
binds  to  prothrombin  and  accelerates  its 
clearance  in  vivo.^^ 

Several  reports  since  1974  describe  various 
arterial  and  venous  thrombotic  events  in 
patients  with  LAs. In  1984,  Elias  and 
Eldor  published  a study  of  35  patients  with  a 
LA  of  whom  19  had  single  or  recurrent  venous 
or  arterial  thrombotic  episodes  occurring 
whether  or  not  they  had  SLE.®  Venous 
thrombosis  occurred  in  both  upper  and  lower 
extremities.  Six  patients  had  pulmonary 
emboli  and  arterial  thrombosis  presented  as 
hemiplegia  or  transient  ischemic  attacks.® 

At  this  time,  the  pathogeneses  of 
thrombosis  in  such  patients  is  unclear,  and 
probably  involves  more  than  one 
mechanism.  One  group  has  shown  that 
plasma  of  patients  with  LA  inhibits  the 
release  of  prostacyclin  from  vessels. 2®  As 


prostacyclin  is  an  inhibitor  of  platelet 
aggregation,  it  is  a natural  defense  against 
thrombosis.  More  recently,  plasma  from  a 
patient  with  a LA  has  shown  inhibitory 
activity  against  the  vessel  wall  activation  of 
protein  C,  a vitamin  K dependent,  naturally 
occurring  anticoagulant.®^ 

Obstetrical  Complications 

Spontaneous  abortions  and  fetal  wastage 
in  women  with  a LA  occur  three  to  four  times 
more  often  than  in  comparable  groups  of 
women  without  anticoagulants.®®  Placentas 
in  these  fetal  deaths  show  multiple  scattered 
infarcts.  In  one  report  10  patients  with  a LA 
were  studied  in  a three  year  span  at  a hospital 
that  delivers  5,000  women  yearly."^  There 
were  25  intrauterine  deaths;  four  women  were 
diagnosed  as  having  SLE,  three  women  had 
deep  vein  thrombosis  in  pregnancy.  All  10 
women  had  positive  anti-native  antibodies 
(ANA)  and  platelet  counts  greater  than 
175,000.  Treatment  was  attempted  using 
prednisone  (40-60  mg/day)  and  aspirin  (75 
mg/ day)  in  six  women  and  subsequently  five 
live  infants  were  delivered.  The  diagnosis  of  a 
LA  should  be  entertained  in  women  with  a 
history  of  SLE,  more  than  one  spontaneous 
abortion,  thrombotic  episodes,  or  false 
positive  VDRL.  In  these  women  the  presence 
of  a LA  has  major  implications  because 
treatment  in  such  limited  series  has  been 
shown  effective. 

What  To  Do 

Patients  with  LA  but  with  a negative 
bleeding  history,  a normal  platelet  count,  and 
normal  prothrombin  levels  can  be  cleared  for 
surgery.  Special  attention  should  be  paid  to 
the  use  of  prophylactic  anticoagulation  or 
mechanical  leg  compression  devices 
depending  on  the  type  or  extent  of  surgery. 
Patients  with  thrombocytopenia  and/or 
decreased  prothrombin  levels  would  have 
elective  surgery  postponed  until  the  response 
to  therapeutic  maneuvers  such  as 
discontinuation  of  potential  drug-induced 
states,  steroid  trials,  response  to  platelet 
and/or  plasma  transfusions,  or  spontaneous 
resolution  can  be  ascertained.  These  patients 
should  be  screened  and  followed  for  the 
potential  development  of  SLE  and  oral 
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TESTS  OF  HEMOSTASIS 


Screening 

Bleeding  Time  (Regular,  Modified) 

Patient 

min. 

Control 

min. 

^ 'aO  non 

70^ 

sec . 

10  - 13 

sec  . 

activated  Partial  Thromboplaatln  Time 

70 

sec. 

26-40 

sec . 

Thrombin  Time 

sec . 

control  1 6( 

f ^c . 

Coagulation 

Factor  I (Fibrinogen) 

ngZ 

175  - 350 

mgZ 

Factor  II • • 

106 

Z 

50  - 150 

Z 

Factor  V...,., 

Z 

Z 

Factor  VII 

Z 

Z 

Factor  VIII:C 

■■  T)I~ 

Z 

50' -■  150 

Z 

Factor  VIII:RCF 

z 

Z 

Factor  VIII:RAg 

z 

Z 

Factor  IX 

87 

z 

50  - 150 

Z 

Factor  X 

z 

Z 

Factor  XI 

z 

1 sn 

z 

Factor  XII 

z 

5Q  - 150 

z 

Factor  XIII Z Z 

Platelet  Aggregation 

Collagen; 

2.1  M ADP:  1st  wave ,2nd  wave 

4.2  M ADP:  1st  wave  , 2nd  wave 

2.7  M Epinephrine:  let  wave ,2nd  wave 

27  M Epinephrine:  1st  wave ,2nd  wave 

1.5  og/ol  Ristocetin + 0. 1 ml  NPP 


Fibrinolysis 


FSP 

Normal-Negative 

PPP 

Normal-Negative 

ELT 

Normal  120  min 

UI  = uni nterpre table 


CHRISTIANA  HOSPITAL 

4735  OGLETOWN-STANTON  ROAD 

P.O.  BOX  6001 

NEWARK,  DELAWARE  19718 


Circulating  Anticoagulant  Workup 
Mix.  Study  PT  aPTT 


Normal  (VN) 

11 

28 

tjVN  + IjPt 

11 

69 

TTI  1/50  1/500 

Normal 

32 

65 

Patient 

73 

168 

Ratio 

2.26 

■ 2.&Q  . 

Plt.Heut.Proced.  w/NaCl  w/Plts 


Normal  (VN) 

30 

30 

Patient 

65 

38 

FIGURE  5 


The  evaluation  for  the  lupus  anticoagulant  is  reported  in  the  form  depicted  in  this  figure  by 
the  Clinical  Coagulation  Laboratory  of  The  Medical  Center  of  Delaware. 


contraceptives  should  be  avoided. 

The  presence  of  this  type  of  anticoagulant 
and  its  clinical  characteristics  emphasizes 
the  need  for  a baseline  PTT  in  all  patients 
undergoing  surgical  procedures  or 
anticoagulant  therapy.  Monitoring  the  effect 
of  heparin  in  these  patients  can  be  difficult 
and  requires  expert  laboratory  assistance. 

Summary 

Lupus  anticoagulants  are  circulating 
immunoglobulins  which  prolong  the  PTT 
and  do  not  lead  to  hemorrhagic 
complications  but  predispose  to  venous  and 
arterial  thromboses.  These  anticoagulants, 
which  present  in  varied  clinical  settings, 
require  sophisticated  laboratory  testing  to 
assure  the  correct  diagnosis.  Due  to  the 
relative  high  numbers  of  patients  now  being 


detected  with  LA,  such  testing  appears 
justified. 
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INVITATION  TO  EXHIBIT 

197th  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  DELAWARE 


Applications  for  SCIENTIFIC  EXHIBITS  for  the  Annual  Meeting  of  the 
Medical  Society  of  Delaware  are  invited  by  the  Scientific  Exhibits  Com- 
mittee. 

It  is  hoped  the  exhibit  portion  of  the  Annual  Meeting  to  be  held  at 
the  Hotel  du  Pont  in  Wilmington,  November  15,  1986,  will  be  stimu- 
lation to  demonstrate  scientific  achievement.  Physicians  are  invited  to 
apply  now  for  space.  The  fee  for  exhibit  space  for  members  of  the 
Medical  Society  of  Delaware  is  $175.  All  booths  are  6 feet  wide  and 
2V2  feet  deep. 

Mail  applications  to  Robert  C.  Knowles,  M.D.,  Chairman,  Scientific 
Exhibits,  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilming- 
ton, Delaware  19806.  Deadline  for  filing  applications  is  August  1,  1986. 
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197th  Annual  Meeting,  Medical  Society  of  Delaware 
Hotel  du  Pont,  Wilmington,  Delaware 
November  15,  1 986 


1 . Title  of  Exhibit:  

2.  Name  (s)  of  Exhibitor  (s): Degree: 

3.  Description  of  Exhibit:  (Attach  a brief  description  telling  the  purpose  of  the 
exhibit,  what  the  exhibit  shows,  and  the  conclusions  reached.) 

4.  Check  for  $1 75  is  enclosed 

I will  mail  my  check  by  August  1 , 1 986 

Name 


Address 


SITUS  INVERSUS  OF  THE  DESCENDING  AND 
SIGMOID  COLON  WITH  ASSOCIATED 
CECAL  VOLVULUS 


Karl  E.  Grunewald,  M.D. 
Alexander  D.  Balan,  M.D. 


Estimates  of  the  frequency  of  situs  inversus 
range  from  1 in  1,400  autopsies  to  1 in  35,000 
screening  physical  exams. ^ Situs  inversus 
can  be  complete  or  partial  to  any  degree  but 
almost  all  cases  of  situs  inversus  are  complete 
and  in  the  largest  series  29  of  29  were 
complete.!  Only  a few  reported  cases  of 
partial  situs  inversus  exist  and  isolated  situs 
inversus  of  the  descending  and  sigmoid  colon 
has  been  reported  only  once.  In  this  paper  we 
describe  a patient  in  whom  intermittent  cecal 
volvulus  brought  to  attention  situs  inversus 

Dr.  Grunewald  is  a cardio-thoracic  surgical  resident  in  the  division  of 
thoracic  surgery  at  Jefferson  Medical  Center. 

Dr.  Balan  is  an  associate  staff  member  in  the  surgical  departments  of  The 
Medical  Center  of  Delaware  and  St.  Francis  Hospital. 


of  the  sigmoid  and  descending  colon.  The 
anomaly  was  found  on  barium  enema 
examination  and  confirmed  at  surgery. 

Case  Report 

A 48  year  old  obese  white  female  was 
admitted  to  The  Medical  Center  of  Delaware 
with  a one  month  history  of  right  upper 
quadrant  pain  radiating  to  the  left  upper  and 
lower  quadrants.  The  episodes  occurred 
nearly  daily,  at  any  time,  occasionally 
awakening  her  from  sleep.  Some  blood  with 
stool  was  passed  on  one  occasion. 
Examination  revealed  mild  diffuse 
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abdominal  tenderness  and  moderate 
distention  without  signs  of  peritonitis. 

Past  medical  history  included  adult  onset 
insulin  dependent  diabetes  mellitus,  hiatal 
hernia  with  mild  esophageal  reflux,  and 
chronic  schizophrenia  under  good  control 
with  phenothiazines.  There  was  no  past 
surgical  history. 

A double  contrast  barium  enema  (Figure  1) 
showed  the  sigmoid  and  descending  colon  on 
the  right,  giving  the  appearance  of  a double 
hepatic  flexure  when  the  entire  colon  was 
visualized.  There  was  no  dilatation  reported. 
Exploratory  laparotomy  was  performed  with 
the  diagnosis  of  intermittent  volvulus  based 
on  history  and  barium  enema  findings.  At 
laparotomy  the  descending  and  sigmoid 
colon  were  found  in  the  right  paracolonic 
gutter,  lateral  to  the  cecum  and  ascending 
colon,  with  the  mesentery  fixed.  The 
transverse  colon  was  located  in  the  mid- 
abdomen. There  was  no  splenic  flexure  on  the 
left.  The  cecum  and  ascending  colon  were 
mobile  and  could  be  easily  rotated  manually 
to  form  a volvulus.  There  was  no  evidence  of 
acute  obstruction  or  vascular  compromise. 
The  cecum  was  moderately  dilated  with 
thickened  walls  suggesting  chronic 
dilatation. 


The  cecum,  transverse,  and  descending 
colon  were  resected  and  an  anastomosis  was 
made  between  ileum  and  sigmoid  colon, 
leaving  the  sigmoid  colon  in  its  inverted 
location.  The  postoperative  course  was 
uneventful.  Spontaneous  bowel  movement 
occurred  on  the  sixth  day  and  the  patient  was 
discharged  on  the  ninth  postoperative  day. 
At  three  months  follow-up  there  was  no 
recurrence  of  symptoms;  twice  daily  semi- 
formed  bowel  movements  were  reported. 

Discussion 

Raahave  and  Rasmussen  describe  a 
patient  in  whom  the  left  colon  was  sited 
completely  on  the  right. ^ They  found  the 
anomaly  at  exploration  for  peritonitis 
secondary  to  a perforating  tumor  in  the 
descending  colon.  The  anomaly  was  dealt 
with  at  a second  operation  at  which  the  left 
colon  was  mobilized  and  placed  in  the  left 
abdomen. 

Several  patients  with  volvulus  of  the 
ascending  colon  associated  with  non-rotation 
of  the  midgut  have  been  described.  The 
pathology  in  these  cases  is  related  to  the  lack 
of  mesenteric  fixation  at  the  final  stage  of 
embryonic  intestinal  rotation.  The 
descending  and  sigmoid  colon  were  normally 
located  in  these  patients. 
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FIGURE  1 

(lower)  (upper) 

Double  Contrast  Barium  Enema  Showing  Sigmoid  Colon  On  Right. 
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Abnormal  location  of  the  viscera  is  not 
commonly  noted  unless  a pathological 
process  draws  it  to  attention.  Sixty  years  ago, 
LeWald  found  transposition  in  1 in  1,400  by  x- 
ray  examination,  1 in  5,000  by  postmortem 
examination,  1 in  10,000  by  dissective  room 
examination,  and  1 in  35,000  by  physical 
examination.  1 

Our  present  patient  is  considered  to  be  situs 
inversus  since  the  left  colon  was  fixed  lateral 
to  the  right  colon  with  its  mesentery  lying 
folded  upon  itself  in  the  right  paracolic 
gutter.  The  volvulus  resulting  from  the 
abnormally  mobile  cecum  and  ascending 
colon  was  similar  to  that  found  in  intestinal 
malrotation  with  a lack  of  mesenteric 
fixation.  The  abnormally  mobile  proximal 
colon  was  resected;  abnormally  sited  distal 
colon  was  left  undisturbed  as  its  mesentery 
was  fixed  in  the  right  paracolic  gutter. 

This  is  the  second  case  of  isolated  left  colon 
situs  inversus  reported  and  the  first 
associated  with  volvulus. 
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DRG  LEGISLATION  AND  THE  PHYSICIAN 


Michael  D.  Lockshin,  M.D. 


Diagnosis  Related  Group  (DRG)  legislation 
was  enacted  to  “establish  a ceiling  on  the  rate 
of  increase  of  operating  costs  per  case  for 
inpatient  hospital  services  and  provide  for 
both  incentive  payments  for  hospitals  that 
keep  their  costs  below  the  target,  and  a 
reduction  in  the  amount  of  reimbursement  for 
hospitals  that  incur  costs  greater  than  the 
target.”  1 

The  DRG  regulations  are  based  on  a Yale 
study  of  a statistical  sample  of  400,000 
medical  records  drawn  from  a total  of  1.4 

Dr.  Lockshin  is  a professor  of  medicine  at  the  Hospital  for  Special 
Surgery,  New  York  Hospital-Cornell  University  Medical  College,  and  is 
formerly  chairman  of  the  Committee  on  Rheumatologic  Practice  of  the 
American  Rheumatism  Association. 

Excerpted  by  permission  of  the  authorand  the  Arthritis  Foundation  from: 
Lockshin,  MD.  DRG  Legislation  and  Rheumatic  Disease.  Bulletin  on  the 
Rheumatic  Diseases  34(4):l-5,  1984. 


million  records  of  332  hospitals  from  the 
second  half  of  1979.  ^ ^ The  discharge 
diagnoses  were  statistically  sorted  into  23 
Major  Diagnostic  Categories  (MDGs),  which 
roughly  correlate  with  anatomic  areas  or 
organ  systems.  Within  the  MDGs,  some 
10,000  possible  diagnoses  were  ‘collapsed’  for 
ease  of  administration  into  a workable  470 
separate  titles,  which  roughly  correlate  with 
diagnoses.  The  titles  were  chosen  according 
to  the  following  criteria:  terminology  of  the 
International  Glassification  of  Diseases-9th 
Revision-Glinical  Modification  (IGD-9-GM), 
the  frequency  of  appearance  of  individual 
diagnoses  on  discharge  summaries  (eg,  rare 
diagnoses  are  not  listed),  and  cost  and  length 
of  stay  homogeneity  per  admission  (eg. 
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diseases  averaging  seven  days  hospital  stay 
are  grouped  together). ^ This  last  criterion 
accounts  for  some  of  the  unusual 
combinations  found  in  individual  DRGs. 

The  authors  of  the  DRG  legislation  state 
that  the  DRGs  were  compiled  with  repeated 
physician  review  so  that  the  DRG  titles  would 
be  accepted  as  clinically  relevant.®  According 
to  the  Yale  researchers,  the  major  variables 
influencing  cost  per  admission  were:  whether 
or  not  a surgical  procedure  was  performed, 
the  nature  of  the  discharge  diagnosis  (from 
which  the  reason  for  admission  is  inferred), 
the  patient’s  age,  and  the  presence  of  a 
substantial  complication  or  substantial 
comorbidity.  (Substantial  is  defined  as 
“likely  to  prolong  hospital  stay  by  more  than 
one  day  for  more  than  75%  of  affected 
patients.”  Complication  occurs  during  the 
hospital  stay;  comorbidity  is  present  on 
admission.)  These  variables  are  the  major 
determinants  for  assigning  DRG  categories. 

Before  the  DRG  system  was  chosen,  many 
alternative  systems  for  allocating  costs  were 
reviewed,  including  systems  based  on 
severity  rather  than  type  of  illness  and  on 
resource-intensive  illnesses  (those  that  use 
operating  rooms,  intensive  care  units,  or 
procedure  rooms,  for  example).  The  DRG 
method  had  its  origin  in  a model  used  for 
Utilization  Review. 

Specifics  Of  DRG  Legislation 

DRGs  1-467  are  the  titles,  or  ‘diagnoses,’  by 
which  the  discharges  are  coded.  DRGs  468- 
470  are  devoted  to  classification  problems. 
DRG  468,  in  which  surgical  procedure  does 
not  match  principal  diagnosis,  denotes 
problems  that  must  be  individually  analyzed. 
An  example  is  a patient  admitted  for  and 
undergoing  total  hip  replacement,  who  then 
has  a myocardial  infarction  and  is 
discharged  with  the  latter  diagnosis. 
Assignment  of  the  other  467  DRG  numbers  is 
done  by  a “fiscal  intermediary,”  someone 
using  a computer  program  called  Grouper 
that  analyzes  the  ICD-9-CM  discharge 
summary  or  abstract  and  also  takes  into 
account  patient  age  and  whether  or  not  a 
surgical  procedure  was  performed,  a 
complication  occurred,  or  comorbidity  was 


present.  The  principal  diagnosis  for  the  ICD- 
9-CM  summary  is  taken  from  the  attending 
physician’s  discharge  summary,  which  is 
subject  to  review  for  appropriateness.  Lying 
on  this  form  subjects  the  physician  to  a 
possible  felony  charge. 

Each  DRG  from  1-467  is  labelled  medical  or 
surgical  (based  on  use  of  an  operating  room 
and  not  on  diagnosis)  and  is  assigned  a 
relative  weight,  a geometric  mean  length  of  i 
stay  in  days,  and  a day-outlier  cutoff.  The 
relative  weight  is  an  attempt  to  deal  with  I 
complexity  and/or  resource  use;  it  is  a :i 
statistical  weight  based  on  cost  incurred  per 
admission  in  the  sample  population  and  is  a 
multiplier  for  the  final  cost.  An  example  of  a 
heavily  weighted  rheumatic  disease  DRG  is 
septic  arthritis  (DRG  242),  which  is  weighted 

1.5880,  ie,  reimbursement  is  multiplied  by  i 

1.5880. *  An  example  of  a lightly  weighted  ' 
rheumatic  disease  DRG  is  medical  back 
problems  (DRG  243),  which  is  weighted  .7551. 
The  range  of  weights  for  all  diagnoses  is  .2643  ! 
(tonsillectomy)  to  6.8527  (cardiac  valve 
procedure  with  pump  and  with  cardiac  i ' 
catheterization).  Most  rheumatic  disease 
diagnoses  hover  about  the  mean  of  1.0000. 
For  length  of  stay,  the  geometric  mean  rather 
than  the  arithmetic  mean  was  chosen 
because  lengths  of  stay  are  skewed.  The  mean 

is  invalid  when  N is  small  (infrequent 
diagnoses).  Day  outlier  cutoffs  are  defined  by 
1.94  standard  deviations  or  20  days  beyond 
the  mean,  whichever  is  less;  cost  outlier 
cutoffs  are  1.5  times  the  DRG  reimbursement 
or  $12,000,  whichever  is  higher. 

Reimbursement  to  a hospital  per  discharge 
is  assigned  on  the  following  basis:  days 
assigned  for  the  DRG  (whether  used  or  not) 
multiplied  by  the  relative  weight  of  the  DRG 
(all  hospitals).  For  individual  hospitals  there  ; 
is  also  an  urban/rural  differential,  which 
acknowledges  differences  in  labor  and  cost  of 
living.  A regional  differential  payment  for 
the  nine  regions  of  the  country  will  be  in  effect  ; 
until  1986,  after  which  it  will  be  phased  out.  , 
Each  hospital  in  the  country  also  has  been  i 
assigned  a case-mix  index  and,  as  an  add-on  t 

* By  comparison,  DRG  244  (bone  disease  and  septic  arthropathy  more  than  I 
69  years  old  and/or  comorbidity  or  complication)  is  weighted  .7792;  DRG 
245  (the  same  but  less  than  70  years  old)  is  .7177.  In  these  categories,  one 
assumes  that  less  resource  use  occurred;  lengths  of  stay  for  DRGs  242,  244,  , 

and  245  are  11.2,  7.5,  and  6.3  days,  respectively. 
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outside  the  DRG,  an  education  and  teaching 
cost  factor. 

To  encourage  short  stays,  hospitals  are 
reimbursed  a fixed  amount  per  DRG  for  each 
admission,  regardless  of  length  of  stay.  For  a 
given  hospital,  the  regional,  urban/rural, 
case-mix,  and  education  indices  are  fixed,  so 
the  only  variable  for  each  admission  is  the 
DRG.  When  the  outlier  cutoff  is  exceeded 
(either  in  dollars  or  days),  a rate  that  is  60 
percent  of  the  per  diem  rate  comes  into  effect; 
payment  for  all  outliers  cannot  exceed  6 
percent  of  annual  revenue.  Six  percent  outlier 
cost  is  assumed  for  each  hospital  and 
deducted  from  the  annual  prospective  DRG 
payment  to  balance  the  per  diem  rate.  Outlier 
payments  do  not  automatically  return  to  the 
billing  hospital. 

The  hospital  case-mix  index  has  been 
defined  in  advance  for  each  hospital  in  the 
country  on  the  basis  of  the  hospital’s 
historical  distribution  of  DRGs,  for  example, 
number  of  myocardial  infarctions  vs  number 
of  cholecystectomies.  There  is  no  accounting 
for  unequal  distribution  of  severity  within 
DRGs,  eg,  number  of  myocardial  infarctions 
with  cardiogenic  shock  and  ventricular 
arrhythmia  vs  uncomplicated  myocardial 
infarctions.  There  is,  however,  accumulating 
evidence  that  severity  of  illness  is  not 
uniformly  distributed  among  hospitals: 
tertiary  care  institutions  treat  sicker 

* 7 10 

patients. 

The  indirect  cost-of-education  index  is  an 
11.59  percent  lump  sum  add-on,  adjusted  by  a 
fulltime-resident-to-bed  factor.  This  index  is 
available  to  teaching  hospitals  only  and  is 
intended  to  support  salaries;  it  is  not  given 
because  of  the  sicker  patients  seen  in  these 
hospitals.  Capital  costs  and  direct  medical 
education  costs  are  specifically  excluded 
from  DRG  coverage  but  are  added  as  pass- 
through costs  separate  from  the  DRG. 

Updating  of  DRG  reimbursement  for 
inflation  and  for  technologic  change  is 
delegated  to  the  Office  of  Technology 
Assessment  (OTA)’s  Prospective  Payment 
Assessment  Commission,  to  be  done 
annually  (one  year  lag)  for  inflation  and  each 
four  years  for  technology. 


For  transfer  of  patients  from  one  hospital 
to  another  during  the  three-year  transition 
period,  the  receiving  hospital  will  receive  the 
full  DRG  payment  and  the  transferring 
hospital  will  receive  a per  diem  share  up  to  the 
cost  of  the  full  DRG.  This  is  an  interim 
arrangement;  eventually  the  dual  payment 
will  be  discontinued. 

The  types  of  service  usually  offered  by 
allied  health  personnel  (“incident  to 
physician’s  service”)  such  as  physical  and 
occupational  therapy  (but  not  anesthesia  by 
anesthetists)  are  assumed  to  be  covered  in  the 
hospital  bill  and  cannot  be  billed  separately. 
The  hospital  can,  however,  make  private 
arrangements  to  pay  contractors  for  these 
services  from  its  own  DRG  reimbursement. 
Thus  it  may  be  to  the  hospital’s  financial  but 
not  medical  or  legal  advantage  to  minimize 
these  services.  Hospital  and  laboratory 
services  performed  in  the  hospital  (such  as 
radiology  and  pathology  services)  are  to  be 
covered  by  specific  salary  contracts; 
physician’s  fees  for  these  services  will  not 
otherwise  be  paid  separately.  Hospital  and 
laboratory  services  done  outside  the  hospital 
cannot  be  billed  outside  the  DRG  unless 
criteria  specified  for  the  performance  of  a 
consultation  are  met. 

All  hospitals  receiving  federal  funds 
(Medicare)  in  all  states  except  Maryland, 
Massachusetts,  New  Jersey,  and  New  York 
are  subject  to  the  DRG  prospective  payment 
legislation  during  the  three-year  transition 
period  (October  1,  1983-October  1,  1986),  and 
all  hospitals  are  subject  to  this  system  after 
October  1,  1986.  Exceptions  are:  Veteran’s 
Administration,  psychiatric,  rehabilitation, 
children’s,  and  long-term  hospitals  and 
hospitals  in  Puerto  Rico,  all  of  which  are 
subject  to  rate  increase  ceilings  rather  than 
prospective  payment.  A rehabilitation 
hospital  is  defined  as  one  with  at  least  75 
percent  of  admissions  described  by  seven 
diagnoses  (stroke,  paraplegia,  quadriplegia, 
amputation,  or  congenital  deformity, 
polyarthritis,  femur  fracture,  and  head 
injury)  and  by  additional  criteria 
establishing  the  institution  as  a hospital. 
Referral  centers  in  rural  areas,  sole 
community  hospitals,  cancer  hospitals. 
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hospitals  serving  a disproportionate  number 
of  low-income  persons,  hospitals  in  Alaska 
and  Hawaii,  Health  Maintenance 
Organizations,  and  Prospective  Payment 
Organizations  may  apply  for  exceptions. 

Pros  And  Cons  Of  DRGS 

DRG  regulations  were  attractive  because  of 
their  ready  adaptability  via  ICD-9-CM,  the 
usability  of  unmodified  medical  discharge 
summaries,  and  their  “clinical  relevance.” 
Because  so  little  information  is  available  on 
their  potential  effects,  the  three-year 
transition  period  was  intended  to  allow  for 
adjustments  to  be  made. 

As  adapted,  the  DRGs’  lack  of  severity 
indices  may  create  bias  against  hospitals 
caring  for  more  seriously  ill  patients.  DRGs 
may  favor  the  more  easily  cost  accountable 
surgical  diagnoses  over  medical  diagnoses 
and  thus  may  encourage  surgery.  There  is  in 
practice  extremely  wide  variation  in  the 
mean  length  of  stay  and  the  mean  actual 
measured  cost  for  each  DRG,  despite  the 
assumptions  of  cost  homogeneity.^ Thus 
the  system  may  be  more  difficult  to 
administer  than  planned.  Individual 
hospitals  specializing  in  referral  of  the  very 
ill  may  experience  severe  hardship. 

Hospital  administrators  may  decide  that 
patients  with  certain  diagnoses  are  too 
expensive  to  admit  or  that  some  physicians 
consistently  lose  money  for  the  hospital. 
Thus  administrative  decisions  may  close 
doors  to  selected  patients  or  doctors.  Hospital 
administrators  are  likely  to  request 
reductions  in  or  enforce  restrictions  on 
services  such  as  laboratory  work,  radiology, 
or  physical  therapy.  There  may  be 
competition  among  providers  of  such 
services,  whether  for  good  or  ill  is  unknown  at 
this  time.  There  is  discussion  but  as  yet  no 
action  regarding  the  inclusion  of  the 
physician’s  fee  in  the  DRG  payment.  The 
admitting  physician  would  likely  have  to  pay 
consultants  out  of  his  payment,  and  the 
hospital  would  be  the  paymaster  for  the 
physician.  For  hospitals’  financial  health, 
administrative  or  departmental  control  of 
certain  aspects  of  medical  practice  such  as 
the  frequency  of  consultations  may  increase. 


It  is  expected  and  part  of  the  intent  of  the 
legislation  that  some  hospitals  go  out  of 
business.  Thus,  pressure  on  hospital  beds  will 
increase  and  90-100  percent  occupancy  rates 
may  be  seen  nationwide. 

The  indirect  cost  of  education  add-on  is 
politically  vulnerable.  This  plus  the  greater 
severity  of  illness  of  university  hospital 
patients  places  special  threat  to  tertiary  care 
institutions.  DRGs  do  not  recognize  special 
stand-by  facilities  that  are  kept  available  but 
not  always  in  use,  for  instance,  in  high-risk 
pregnancy;  thus  these  stand-by  facilities  may 
be  discontinued  because  they  are 
unprofitable. 

Uncommon  diagnoses  are  so  vaguely 
handled  that  application  of  the  rules  will  be 
confusing.  For  common  diagnoses,  physician 
discharge  summaries  are  sufficiently 
inconsistent  in  terminology  that  DRG 
reimbursement  may  be  chaotic  and  unfair. 
Coding  errors  are  likely.  Major  advances  in 
diagnostic  or  therapeutic  technology  will 
require  extensive  reformulation  using  very 
large  data  bases  to  change  the  DRGs. 

It  is  planned  to  apply  the  DRG  concept  to 
out-patient  care.  The  out-patient  standards 
will  be  generated  by  statistical  sampling  of 
current  community  practice  patterns.  Since 
the  specific  mandate  of  DRG  legislation  is  to 
reduce  cost,  it  will  be  particularly  important 
to  document  cost  effectiveness  so  as  to  ensure 
that  patient  care  does  not  suffer. 
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PHYSICIANS’  VISITS  REVISITED 


To  the  Editor: 

I am  responding  to  the  letter  from  Dr.  Olsen 
in  Delaware  Medical  Journal,  October,  1985, 
concerning  long  term  care  regulations.  As 
Medical  Director  of  the  Leader  Nursing  and 
Rehabilitation  Center,  I am  directly  involved 
with  decisions  about  the  regulations 
regarding  physician  visits.  Quite  frankly,  I 
disagree  with  his  assessment  based  on  the 
State  Board  of  Health  regulation  booklet  and 
its  interpretation.  For  example.  Section 
57.603  states  a physician  must  see  patients 
and  renew  orders  at  least  every  30  days  for 
skilled  care.  For  intermediate  care 
Regulation  58.603  states  patients  must  be 
“under  supervision  of  a physician  who  sees 
patients  and  renews  orders  at  least  every  60 
days.” 

We  have  always  assumed  that  since  this  is 
the  state  law  that  these  are  the  regulations 
that  must  be  followed  in  order  to  assure 
nursing  home  patients  are  seen  on  a 
reasonably  frequent  basis.  These  regulations 
seem  to  indicate  that  not  only  must  orders  be 
rewritten,  but  the  patient  must  be  seen  as 
well. 

I am  afraid  that  if  we  left  the  intervals  up  to 
the  physician’s  decision  many  patients 


would  be  seen  quite  infrequently  and,  in  fact, 
nursing  homes  could  potentially  be  cited  for 
deficiencies  if  patients  were  not  seen.  I believe 
this  situation  should  be  straightened  out  as 
nursing  home  administrators  are  now  in 
somewhat  of  a bind  in  terms  of  what  is 
required. 

Paul  W.  Montigney,  M.D. 
Dr.  Olsen  responds: 

I stand  corrected.  Dr.  Montigney  is  correct 
in  his  reading  of  the  regulations. 

I was  reading  the  section  on  Medical 
Services  58.802  (D)  and  (E)  which  states: 

“(D)  — All  orders  shall  be  renewed  and 
signed  by  the  physician  at  least  every  sixty 
(60)  days,  unless  justified  otherwise  and 
documented  by  the  attending  physician. 

(E)  — A progress  note  shall  be  written  and 
signed  by  the  physician  on  each  visit.” 

This  certainly  implies  that  a visit  should  be 
made  each  time  the  orders  are  renewed,  but 
does  not  explicitly  say  so. 

The  paragraph  Dr.  Montigney  cites,  58.603, 
is  from  the  Intermediate  Nursing  Care 
Section  and  it  is  quite  specific: 
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“58.603  — Under  supervision  of  a 
physician  who  sees  patients  and  renews 
orders  at  least  every  sixty  (60)  days.” 

I apologize  for  any  problems  I may  have 
caused  by  failing  to  read  the  regulations  in 
their  entirety  before  giving  an  opinion. 

Lyman  J.  Olsen,  M.D. 

Director,  Division  of  Public  Health 

EXPERTISE  AND  OBJECTIVE  REVIEW: 

BOTH  ARE  VALUED 

To  the  Editor: 

In  response  to  the  concerns  expressed  by 
Harolds.  Rafal,  M.D.,  in  the  January  issue  of 
the  Delaware  Medical  Journal  regarding  the 
role  of  physicians  in  the  efforts  of  the  Health 
Care  Cost  Management  Commission,  I am 
entirely  in  agreement  that  strong 
participation  by  representatives  of  the 
medical  profession  is  essential. 

In  naming  members  of  the  Commission, 
Governor  Michael  N.  Castle  appointed 
fourteen  aware  and  committed  citizens. 
When  provided  with  appropriate 
information,  they  will  be  able  to  make 
judgments  regarding  the  complexities  of 
controlling  health  care  costs  in  our  state. 

The  two  task  forces,  one  on  Planning  and 
Information  and  the  other  on  Financing  and 
Delivery  Alternatives,  are  the  working  arms 
of  the  Commission,  and  their  members  have 
experience  and  expertise  in  health  planning, 
economics,  and  delivery. 

This  structure  recognizes  both  the  valuable 
contribution  of  those  who  have  expertise  in 
an  area  and  the  benefits  of  objective  review  of 
policy  matters  by  informed  citizens. 

We  are  fortunate  that  John  Benge,  M.D., 
and  Daniel  Alvarez,  M.D.,  have  accepted  the 
responsibility  to  represent  the  state’s 
physicians  on  our  Task  Forces,  and  I look 
forward  to  continued  productive  interaction 
with  the  medical  professionals  in  Delaware. 

Thomas  P.  Eichler 

Chairman,  Health  Care  Cost  Management 

Commission 
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DIRE  EFFECTS  TO  RESULT  FROM  BUDGET 
SQUEEZE 

To  the  Editor: 

I think  a parallel  can  be  drawn  between 
NASA’s  disastrous  recent  launching  and  a 
recent  and  disconcerting  experience  I had 
with  an  insurance  company.  It  seems  clear 
that  NASA’s  budget  was  being  squeezed  and 
thereby  some  safety  regulations  were 
loosened  up  to  cut  expenses.  We  just 
witnessed  the  dire  consequences.  Similar 
squeezing  is  being  applied  to  our  patients  and 
I predict  the  consequences  will  have  the  same 
disastrous  effect. 

A case  in  point:  an  insurance  company 
covering  one  of  my  patients  requires  a second 
opinion  before  spine  surgery.  We  physicians 
have  pretty  much  accepted  this  as  routine. 
They  then  tell  you  how  many  days  of 
hospitalization  are  allowed  (again 
unfortunately  being  accepted  without  much 
complaint),  but  in  this  case  they  wanted  me  to 


do  major  spine  surgery  on  a same  day 
admission.  As  Harry  Truman’s  sign  on  his 
desk  stated:  “The  Buck  Stops  Here!” 

There  is  absolutely  no  redeeming  reason  for 
a patient  to  have  same  day  admission  for  this 
type  of  major  surgery.  In  fact,  the  patient  is 
being  asked  to  increase  his  risk,  and  for  what 
reason?  — to  save  the  insurance  company 
money,  plain  and  simple.  We  must  not 
tolerate  this  assembly  line  approach  to  the 
dispensing  of  medicine  and  surgery. 

I urge  all  physicians  to  increase  their 
awareness  of  the  pressures  being  applied  to 
our  patients  by  people  whose  motivation  has 
nothing  to  do  with  competent  care,  and  to 
stand  fast  as  advocates  for  our  patients  in 
these  perilous  times.  If  we  as  physicians  do 
not  protect  the  safety  of  our  patients,  we  do 
not  deserve  their  respect,  and  our  status  as 
professionals  will  be  rightly  taken  away  from 
us. 

Stephen  L.  Hershey,  M.D. 
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EDITORIALS 


THE  MAMMOGRAPHY  DILEMMA 

Recommendations  of  the  American  College 
of  Radiology  and  the  American  Cancer 
Society  concerning  screening  mammo- 
graphy have  resulted  in  increased  detection 
of  nonpalpable  lesions.  These  lesions  require 
preoperative  needle  or  wire  localization 
procedures  by  radiography  at  the  time  of 
excision.  Approximately  three  to  four  such 
studies  are  now  being  done  each  week  in  The 
Medical  Center  of  Delaware. 

Since  experienced  radiologists  differ  in 
their  criteria  for  biopsy  of  occult  breast 
lesions,  and  since  inexperienced  radiologists 
tend  to  be  overly  aggressive  in  their 
recommendations  for  biopsy  of  such  lesions, 
the  radiologist  who  is  asked  to  perform  the 
localization  procedure  may  not  agree  that  a 
biopsy  should  be  performed. 

Most  published  series  indicate  a 20  to  30 
percent  incidence  of  cancer  in  biopsy 
specimens  of  nonpalpable  breast  lesions. 
Most  radiologists  experienced  in 
mammographic  interpretation  believe  that  a 
lesion  with  a 10  percent  or  greater  chance  of 


being  malignant  should  be  biopsied.  A cluster 
of  10  or  more  punctate  calcifications  without 
an  associated  mass  or  other  findings  is  an 
example  of  such  a lesion. 

A 1 cm  sharply  defined  nodular  density  on 
mammography  has  an  approximately  two 
percent  chance  of  being  malignant  and  yet 
biopsies  are  commonly  performed  for  such 
lesions.  Indeed  biopsies  occasionally  are 
performed  for  lesions  with  a much  lower 
chance  of  being  malignant.  Medicolegal 
implications  for  surgeons  and  mammograph- 
ers,  and  pressures  from  patients  who  insist  on 
having  an  occult  breast  lesion  removed  even 
if  the  chance  of  malignancy  is  very  low,  are 
factors  helping  to  create  this  environment. 

Dr.  Ferris  M.  Hall  from  Boston’s  Beth 
Israel  Hospital  offered  several  recommenda- 
tions for  the  problem  in  the  January  2,  1986 
issue  of  the  New  England  Journal  of 
Medicine.  “First,  the  use  of  the  nearly 
meaningless  phrase  ‘malignancy  cannot  be 
excluded’ , with  its  highly  charged  emotional 
and  medicolegal  implications,  should  be 
abandoned.  Second,  when  the  probability 
that  mammographic  abnormalities  represent 


DelMedJrl.,  April,  1986- VoL  58,  No  4 


271 


Editorials 


carcinoma  is  low  (less  than  1 in  10  or  1 in  20), 
specific  mammographic  recommendations 
for  biopsy  should  be  omitted  or  tempered  with 
an  alternative  recommendation  for  close 
mammographic  follow-up  examinations. 
Third,  surgeons  and  patients  should  be 
encouraged  to  seek  a second  opinion  when 
dealing  with  indeterminate  abnormalities.” 
The  second  opinion  suggested  by  Dr.  Hall 
could  easily  be  performed  by  the  radiologist 
selected  to  do  the  needle  localization  if  the 
mammograms  were  available  for  review 
prior  to  scheduling  the  needle  localization 
and  biopsy.  An  opinion  differing  from  the 
biopsy  recommendation  would  not  always 
avert  surgery  but  I believe  might  provide 
enough  emotional  support  to  a patient  and 
enough  clinical  and  medicolegal  support  to  a 
reluctant  surgeon  to  prevent  some 
unnecessary  procedures. 

Leonard  Rosenbaum,  M.D. 

WHY  NOT  ANNUAL  CHEST  X-RAYS 
FOR  SMOKERS? 

For  some  time  I have  been  bothered  by  the 
American  Cancer  Society’s  recommendation 
that  annual  chest  x-rays  should  not  be 
performed,  even  in  smokers.  The  irrationale 
seems  to  go  something  like  this:  Since  lung 
cancers  have  a very  low  five  year  survival 
rate,  and  since  most  are  already  incurable 
when  diagnosed,  there  is  no  need  to  discover 
them  before  they  become  symptomatic,  that 
is,  when  they  are  visible  by  x-ray  but  the 
patient  has  not  yet  suffered  pain  or 
hemoptysis. 

There  has  seemed  to  me  no  logic  behind  this 
recommendation  if  it  is  not  also  part  of  a 
parallel  recommendation  that  lung  cancer 
not  be  treated  when  it  is  discovered.  But  since 
patients  who  present  with  hemoptysis, 
cough,  pain,  etc.,  are  subjected  to  diagnostic 
study  and  thereafter  to  therapy, 
chemotherapy,  or  surgery  for  their  lung 
cancers,  it  seems  illogical  to  me,  and  in  fact 
reprehensible,  not  to  have  made  attempts  to 
discover  the  same  lesions  when  they  were 
asymptomatic,  a year  or  two  or  three  earlier. 

Dr.  Nael  Martini,  of  the  Memorial  Sloan- 
Kettering  Cancer  Center,  a voice  of  authority. 
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has  recently  said  as  much  at  a World 
Conference  on  Lung  Cancer.  Inasmuch  as 
screening  with  annual  x-rays  can  detect  40 
percent  of  lung  cancer  when  they  are  still 
localized,  he  argues,  the  “evidence  weighs 
very  much  against  the  Cancer  Society’s 
advice  not  to  make  chest  x-ray  routine.  Since 
symptomatic  lung  cancer  is  90  percent  fatal 
the  alternatives  to  early  detection  by 
screening  is  the  decision  not  to  treat  for  cure.” 

At  the  same  time  he  recommended  annual 
x-rays.  Dr.  Martini  was  discouraging  about 
the  ability  of  annual  sputum  cytology  to  pick 
up  tumors  too  small  to  be  visible  on  chest  x- 
ray.  Dr.  Martini  based  his  opinion  on  a study 
at  Sloan-Kettering  of  more  than  10,000  heavy 
smokers  in  whom  positive  sputum  with 
negative  x-ray  did  not  occur  frequently 
enough  to  be  considered  helpful.  In  Dr. 
Martini’s  program  40  percent  of  the  almost 
300  cancers  detected  were  diagnosed  while  in 
stage  one;  in  this  group  the  survival  rate  was 
76  percent  in  five  years. 

Dr.  Martini  and  I are  on  the  same  side,  it 
appears.  Men  and  women  who  smoke,  either 
because  of  indifference  to  the  risk  of  cancer, 
or  because  of  denial  of  the  connection 
between  lung  cancer  and  smoking,  or  because 
they  are  simply  unable  to  give  up  their 
addiction,  should  be  offered  chest  x-rays 
annually.  The  only  excuse  not  to  do  so  is  if 
these  patients  have  decided  that  when  their 
lung  cancers  are  eventually  diagnosed  they 
are  going  to  refuse  all  forms  of  medical 
therapy. 

Bernadine  Z.  Paulshock,  M.D. 

LET’S  CURB  CURB 

Recently,  the  remarks  of  a patient 
crystallized  my  disturbing  thoughts  about 
the  Blue  Cross  Blue  Shield’s  Blue  Max 
advertisement  regarding  the  “CURB” 
program  “to  avoid  unnecessary  surgery.” 
The  conversation  was  prompted  by  my 
operating  on  his  nephew’s  eyes  which  had 
been  severely  crossed  and  are  now  straight. 
My  patient  felt  that  his  nephew’s  surgery  was 
obviously  indicated,  but  said  that  in  reality 
the  ad  attacks  the  integrity  of  any  physician 
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doing  surgery  by  implying  that  what  is  done 
is  often  unnecessary. 

This  seemed  a strong  statement  at  the  time. 
However,  on  reflection  I have  to  agree  with 
him.  Furthermore,  the  planting  of  this 
distrust  has  the  added  complication  of 
undermining  patient-physician  relation- 
ships, and  when  this  happens,  helping  the 
patient  is  made  much  more  difficult. 

Blue  Cross  Blue  Shield  does  not  want  to  do 
that.  They  must  know  the  vast  majority  of 
surgery  is  done  because  it  is  indicated. 
However,  the  very  rare  situation  where  this  is 
not  so  is  best  addressed  forcefully  and  on  an 
individual  basis,  as  opposed  to  making  public 
statements  about  “CURB”  being  developed 
“to  avoid  long  hospital  stays  and 
unnecessary  surgery,”  statements  which 
adversely  affect  all  physicians. 

I hope  that  Blue  Cross  Blue  Shield  will  take 
these  thoughts  into  consideration  when 
planning  future  advertising.  If  the  need  to 
encourage  second  opinions  seems  real, 
perhaps  it  could  be  achieved  more 
constructively  by  saying  something  to  the 
effect  that  “two  heads  can  be  better  than  one 
in  a difficult  case.” 


Brett  Elliott,  M.D. 

Dr.  Elliott’s  editorial  was  adapted  from  a similar  letter  to  Blue  Cross  Blue 
Shield  of  Delaware. 
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The  View  Box 


John  S.  Wills,  M.D.,  Editor 


This  month’s  View  Box  is  contributed  by  Leslie  E.  Grissom,  M.D. 


This  15-year-old  boy  presented  with  a one-yeai  history  of  knee  pain,  without  any  specific  trauma. 
Physical  exam  was  normal  except  for  retropatellar  crepitation  with  motion. 


WHAT  IS  YOUR  DIAGNOSIS? 


Figure  1:  Two  radiographic  abnormalities  were  seen.  A,  external  oblique  view.  B,  lateral  view. 


Dr.  Grissom  is  a radiologist  at  Alfred  I.  duPont  Institute. 
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FIGURE  2 
Anterior  view 


Laterally  (arrow  head),  a lucent  well-defined 
defect  with  sclerotic  borders  is  seen.  This  has 
the  typical  appearance  of  a benign  fibrous  cor- 
tical defect,  requiring  no  treatment. 

Posteriorly  (arrow),  there  is  a poorly-defined, 
scalloped  defect,  with  cortical  irregularity.  The 
presence  of  cortical  irregularity  in  this  location 
and  in  this  patient’s  age  group  raises  the  pos- 
sibility of  an  osteosarcoma.  However,  this  lesion 
represents  a second  type  of  fibrous  cortical 
defect,  called  a “cortical  desmoid,”  formed  secondary  to  stress  from  the  adductor  magnus  muscle 
insertion.  This  is  a benign  lesion  seen  in  adolescents,  boys  more  often  than  girls,  and  is  usually 
asymptomatic.  Sometimes  the  cortical  irregularity  is  quite  prominent,  and  in  that  case,  a radionu- 
clide bone  scan  can  be  performed  to  exclude  an  osteosarcoma.  A cortical  desmoid  will  show  nor- 
mal or  mildly  increased  activity,  while  an  osteosarcoma  shows  markedly  increased  tracer  accumu- 
lation. 
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250-mg  Pulvules®  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S. 

(ampicillin-susceptible)  (ampicillin-resistant) 


Summary.  Consult  the  package  literature  lor  prescribing 
nation. 

itlons  and  Usage;  Ceclor’  (celaclor.  Lilly)  is  indicated  in  the 

nent  of  the  following  infections  when  caused  by  susceptible 

IS  of  the  designated  microorganisms 

luer  respiratory  infections,  including  pneumonia  caused  by 

fococcuspneumniaefDiplococcuspneummael.  Haemoptt 

itiuemae  and  S pyogenes  (group  A beta-hemolytic 

lococci) 

propriaie  culture  and  susceptibility  studies  should  be 
rmed  to  determine  susceptibility  of  the  causative  organism 
dor 

aindication:  Ceclor  is  contraindicated  in  patients  with  known 
ly  to  the  cephalosporin  group  of  antibiotics 
ings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
IIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
E IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
;S-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
lALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
:NTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
DTH  DRUG  CLASSES 

libiotics.  including  Ceclor.  should  be  administered  cautiously 
i paiieni  who  has  demonstrated  some  form  of  allergy, 
(ularly  to  drugs 

eudomembranous  colitis  has  been  reported  with  virtually  all 
-spectrum  antibiotics  (including  macrolides.  semisynthetic 
rllins.  and  cephalosporins):  therefore,  it  is  important  to 
der  Its  diagnosis  in  patients  who  develop  diarrhea  in 
nation  with  the  use  of  antibiotics  Such  colitis  may  range  in 
wily  from  mild  to  life-threatening 
jatmeni  with  broad-spectrum  antibiotics  alters  the  normal 
w)t  the  colon  and  may  permit  overgrowth  of  Clostridia.  Studies 
jWe  that  a toiin  produced  by  ClosinPium  Mficile  is  one 
m cause  of  antibiotic-associated  colitis 
Jld  cases  of  pseudomembranous  colitis  usually  respond  to 
Ifllsconiinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  (Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maiimum 


pneumoniae,  S. 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly).  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  followino  administration  of  single  500-mg  doses. 
Average  levels  were  0.16.  0.20. 0 21.  and  0 16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
delected  at  one  hour.  The  effect  on  nursing  infants  is  not  known. 
Caution  should  be  exercised  when  Ceclor  is' administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastroinieslinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely. 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  |1  in  100) 
ruritus.  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


pyogenes 


occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain -ImsMri  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
//eparrc  — Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  valuesjl  m 40] 

Hematopoietic  - Imsient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  ~ Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R) 


Note  Ceclor’  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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IN  BLACK  AND  WHITE 


Edited  by  Dennis  R.  Witmer,  M.D. 


Dr.  Davis  G.  Durham  (center)  and  Dr.  Robison  D.  Harley  (left)  examine  a child 
with  strabismus  preoperatively  during  a recent  medical  teaching  tour  to  the 
People's  Republic  of  China.  The  tour  was  sponsored  by  Temple  University,  De- 
partment of  Ophthalmology. 


Send  contributions  (not  necessarily  always  of  medicine;  black  and  white  glossy 
prints  only,  please)  to  Dennis  Witmer,  M.D.,  Delaware  Medical  Journal,  1925 
Lovering  Avenue,  Wilmington,  Delaware  19806. 
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In  Brief 


Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302) 
654-1001.  The  anonymity  of  the  caller  is  assured. 
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Consumer 
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Nutrition 


High  Blood 
Pressure  Control 


Impact  of  Routine 
HTLV-III  Antibody 
Testing 


Five  pamphlets  concerning  nutrition  are  available  from  the  AMA.  Packets  include 
five  pamphlets  entitled  “The  Healthy  Approach  to  Slimming,”  “Vitamin-Mineral  Sup- 
plements and  Their  Correct  Use,”  “Your  Age  and  Your  Diet,”  “Sodium  and  Your 
Health,”  and  “Foodbome  Illness:  The  Consumer’s  Role  in  Its  Prevention.”  The  price 
for  50  or  more  sets  is  $1.50  per  set.  For  5-49  sets,  $3.50  per  set.  Special  prices  are 
negotiable  on  orders  of  500  or  more.  A minimum  order  is  five  sets.  AMA  members 
receive  a ten  percent  discount.  For  more  information  on  the  AMA  Food  and  Nutri- 
tion Set,  write  to  Order  Department  OP-154,  American  Medical  Association,  P.O. 
Box  10946,  Chicago,  IL  60610,  or  call  (312)  280-7169. 

The  Fifth  Region  II  and  HI  conference  on  High  Blood  Pressure  Control  wfil  take 
place  Sunday,  May  4-Tuesday,  May  6,  1986,  at  the  Radisson  Wilmington  Hotel.  One 
of  the  goals  of  the  conference  is  to  establish  and  maintain  cooperative  commimication 
among  public,  private  and  voluntary  health  organizations  and  professionals  working 
towards  the  prevention  and  control  of  high  blood  pressure  and  related  diseases.  It 
is  hosted  by  the  Delaware  Department  of  Health  and  Social  Services  and  The  Ameri- 
can Heart  Association  of  Delaware,  Inc.  Registration  fees  for  those  not  yet  regis- 
tered are  $70.  For  more  information  contact  Peter  Andersen,  Conference  Coordinator, 
Delaware  Division  of  Public  Health,  P.O.  Box  637,  Dover,  DE  19901. 

There  will  be  a National  Institutes  of  Health  conference  on  THE  IMPACT  OF  ROU- 
TINE HTLV-III  ANTIBODY  TESTING  ON  PUBLIC  HEALTH,  July  7-9,  1986,  at 
the  Warren  Grant  Magnuson  Clinical  Center,  National  Institutes  of  Health,  Bethesda, 
Maryland.  The  conference  is  sponsored  by  the  National  Heart,  Lung,  and  Blood  Insti- 
tute, The  Centers  for  Disease  Control,  the  Food  and  Drug  Administration  and  others. 
Discussion  will  center  on  questions  concerning  experience  with  routine  HTLV-III 
antibody  testing  and  its  impact  on  the  public  health  of  the  nation.  The  consensus 
conference  will  bring  together  biomedical  investigators,  blood  bank  specialists,  clini- 
cians, consumers,  and  representatives  of  public  interest  groups.  Following  two  days 
of  presentation  by  medical  experts  and  discussion  by  the  audience,  a Consensus  Panel 
will  weigh  the  scientific  evidence  and  formulate  a draft  statement  in  response  to 


Why  FEE-ONLY  Financial  Planning? 

A first  rate  financial  advisor  must  be  both  Impartial  and  knowledgeable. 
Impartial  In  considering  the  full  range  of  alternatives  for  your  financial  needs 
and  knowledgeable  in  selecting  the  proper  solution  for  those  needs.  A fee- 
only  financial  advisor  does  not  accept  commissions  as  a form  of  compensa- 
tion. The  advisor  can  thus  be  impartial  In  making  recommendations,  whether 
they  are  in  tax  planning.  Investments  or  other  areas  of  financial  p>lannlng. 

Find  out  more  about  fee-only  financial  planning  by  contacting: 

VINCENT  A.  SCHIAVI,  CFP 

33  C TROLLEY  SQUARE  (302)  656-4472 
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Osteoporosis  and 
Incontinence 


several  key  questions.  To  register  to  attend  the  conference,  contact  Ms.  Barbara  Mc- 
Chesney,  Prospect  Associates,  2115  East  JeflFerson  Street,  Suite  401,  Rockville,  Mary- 
land 20852,  or  telephone  (301)  468-6555. 

A new  site  of  the  Delaware  League  for  Planned  Parenthood  opened  at  3009  Phila- 
delphia Pike.  The  North  Wilmington  Planned  Parenthood  dehvers  preventive  GYN 
care,  including  pregnancy  testing,  contraceptive-related  care,  options  cormseling,  test- 
ing and  treatment  for  sexually  transmitted  diseases,  and  routine  GYN  exams.  Fees  are 
on  a sliding  scale  based  on  family  size,  income  and  ability  to  pay.  Pregnancy  tests 
are  offered  free  of  charge.  All  services  are  confidential  regardless  of  age  or  marital 
status.  For  information,  appointment  and  referrals,  call  798-8000. 

The  state  Division  of  Aging  operates  an  Alzheimer’s  resource  center  in  the  GT  Budd- 
ing on  the  grounds  of  Delaware  State  Hospital,  Du  Pont  Highway  between  Wd- 
mington  and  Hares  Comer.  James  D.  Lynch  is  coordinator  of  die  center,  which 
includes  a library,  a package  of  information  on  the  disease  and  names  of  support- 
group  leaders  around  the  state.  The  center  is  open  Monday  through  Friday  from 
8 a.m.  to  4:30  p.m.  There  are  13  support  groups  that  can  help  relatives  of  Alzheimer’s 
victims,  seven  of  them  specifically  for  that  disease,  and  sox  that  are  more  general  in 
nature. 

A Consensus  Development  Conference  on  the  MANAGEMENT  OF  PAIN  wdl  be 
held  at  the  National  Institutes  of  Health  (NIG),  Bethesda,  Maryland,  May  19-21, 
1986.  NIH  consensus  development  conferences  bring  together  medical  experts  and 
others  to  review  scientific  information  and  to  assess  the  current  status  of  drugs,  devices, 
and  procedures.  These  conferences  differ  from  standard  scientific  meetings  in  that  a 
panel  of  medical  specialists  and  generalists  and  the  audience  consider  data  presented 
by  experts  concerning  the  specific  technology  of  pharmacological  and  nonpharmacological 
interventions  involved  in  relieving  pain.  To  register  to  attend  the  conference,  contact 
Peter  Murphy,  Prospect  Associates,  2115  East  Jefferson  Street,  Suite  401,  RockviUe, 
Maryland  20852,  or  call  (301)  468-6555. 

The  American  Geriatrics  Society  and  the  American  Federation  for  Aging  Research 
wfil  be  hosting  their  joint  annual  meetings  November  16-19,  1986  at  the  Marriott 
Hotel,  Chicago,  Illinois.  The  latest  developments  in  research  and  scientific  manage- 
ment of  Alzheimer’s  Disease,  osteoporosis  and  incontinence  wfil  be  explored.  This 
conference  is  immediately  preceding  the  39th  Annual  Meeting  of  the  Gerontological 
Society  of  America.  For  more  details  contact:  American  Geriatrics  Society,  Room 
1470,  10  Columbus  Circle,  New  York,  NY  10019. 
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SERVICES  •INC. 


510  Philadelphia  Pike 
Wilmington,  DE  19609 


OCCUPATIONAL 
PHYSICAL 
THERAPY 
SERVICES 


(302)  764-3322 


■ Specializing  in  compre- 
hensive occupational, 
physical  and  speech 
therapy  services  for  infants 
and  children. 

■ Offering  sensorimotor 
groups  which  are  con- 
ducted by  an  occupational, 
physical  and  speech  ther- 
apist, and  special  educator 
for  parents,  infants  and 
preschoolers. 

■ Clients  are  scheduled  with 
thought  for  plenty  of  time 
for  therapy  and  consulta- 
tion with  parents. 

■ Private  observation  rooms 
always  available  for 
viewing  of  all  services. 

■ A physician's  referral  is 
required. 

■ Open,  flexible  hours  in- 
cluding evenings. 


Immediate  openings  are  available. 
For  more  information,  call 


The  measurement  of  HbA1  c offers 
an  accurate,  convenient,  and  repro- 
ducible index  of  long-term  blood 
glucose  control  in  diabetics. 


HEMOGLOBIN  A1 

Unlike  urine  and  blood  glucose  tests,  HbAI  c m(j 
surennent  is  not  a momentan/  look  at  glucose 
levels,  but  rather  an  indicator  of  the  average  bio  I 
glucose  concentration  over  a period  of  time.  Its  i 
value  is  not  affected  by  brief  fluctuation  in  glucc 
levels,  nor  by  interference  associated  with  the 
measurement  of  total  HbAI . A single  HbAI  c va  | 
measured  every  2 to  3 months  sen/es  as  an  intf  I 
grated  index  of  blood  glucose  control  and  provicf 
an  objective  view  of  diabetic  control  between  a| 
pointments.  This  can  be  especially  useful  whe 
monitoring  diabetics  during  pregnancy,  a time  v 
control  is  most  important  for  the  health  of  bot 
mother  and  child. 

The  amount  of  adult  hemoglobin  that  becomes 
glycosylated  to  form  HbA1  c is  directly  related  tc 
average  concentration  of  glucose  in  the  blood.  I 
normal  person,  about  3-6%  of  HbA  is  glycosylat 
in  the  diabetic,  the  percentage  of  HbAI  c may  d( 
ble,  or  even  triple,  depending  upon  the  degree  c 
hyperglycemia.  As  the  blood  sugar  of  a diabetic 
patient  normalizes,  the  HbAI  c value  will  gradua 
approach  normal  levels,  although  this  will  take 
several  weeks. 

With  the  availability  of  HbAI  c measurements  it 
now  possible,  therefore,  to  accurately  and  objet 
tively  monitor  long-term  blood  glucose  control. 

We  would  be  pleased  to  provide  you  with  additi  i 
information  about  this  new  test,  or  any  of  our  e S 
tests  or  profiles. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wiinnington,  DE  19808 
(302)  994-5764 


LOCAL  OWNERSHIP 
—PERSONAL  PRIDE 


mIIsiIi 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


COMPREHENSIVE  FINANCIAL  AND  TAX  PLAN- 
NING FOR  HIGH  INCOME  PROFESSIONALS,  by 
J.  Gary  Sheets,  J.  Gary  Sheets  and  Associates, 
Salt  Lake  City,  Utah,  1983.  361  pp.  Price  $14.95. 

This  book  is  for  everyone  who  wants  to  be 
more  knowledgeable  in  managing  his/her  finan- 
cial affairs.  The  practice  of  medicine  leaves  most 
of  us  little  time  to  learn  these  matters,  forcing 
us  to  rely  on  other  professionals  for  advice  and, 
sometimes,  the  actual  day  to  day  management  of 
our  personal  financial  affairs.  A careful  study  of 
this  book  will  allow  the  reader  to  become  famihar 
with  many  aspects  of  personal  financial  planning 
and  the  many  options  available  in  money  man- 


agement. Armed  with  this  information,  one  is 
less  likely  to  be  talked  into  various  costly  schemes 
that  physicians  sometime  fall  prey  to. 

Subjects  discussed  include  insurance,  invest- 
ment, tax  planning,  estate  planning,  and  the 
pros  and  cons  of  professional  incorporation. 
These  are  matters  that  we  need  to  know  about 
and  that  we  pay  other  professionals  high  fees 
to  learn  about.  The  author  is  careful  to  state 
that  the  book  is  not  a “do  it  yourself”  guide. 
He  stresses  that  we  will  always  need  the  ser- 
vices of  attorneys,  accountants,  investment  and 
insurance  experts,  etc.  The  information  in  this 
book  provides  the  background  material  that 
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500  Christiana  Medical  Center 

^^Association 

Visiting  Nurse  Association  of  Delaware 

1200  Sq.  Ft.  medical  office  condo  in  Chris- 
tiana Medical  Center,  across  Rt.  7 from 
Christiana  Mall. 

271  3 Lancaster  Avenue 
Wilmington,  DE  19805 

658-5205-WILMINGTON 
A STATE-WIDE  NON-PROFIT  HOME  HEALTH 

MOVE-IN  CONDITION 

CARE  AGENCY  PROVIDING 

Prime  location,  just  off  1-95,  less  than  5 
minutes  from  Christiana  Hospital. 

Nursing 

Homemaker  Home  Health  Aide 
Physical  Therapy 

IMMEDIATE  OCCUPANCY  AVAILABLE 

Occupational  Therapy 
Speech  Therapy 

Please  Call 

Medical  Social  Work 

738-5306 

Nutrition 

SERVING  DELAWARE  SINCE  1922 

To  Inquire 

A PARTICIPATING  MEDICARE  AGENCY 

(if  no  answer,  call  475-0928) 

422-2010-Milford  366-8773-Newark 

227-4281-Rehoboth  734-4783-Dover 
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may  allow  one  to  save  money  by  being  able  to 
evaluate  these  services  more  carefully  and  use 
them  more  efficiently. 

This  book  is  generally  written  in  clear,  non- 
technical language.  Most  of  the  technical  ma- 
terial was  simplified  nicely.  I found  the  dis- 
cussion on  trusts  and  estate  planning  somewhat 
more  difficult  than  the  other  subjects,  probably 
because  of  its  complexity.  Areas  that  one  is  not 
at  all  familiar  with  may  require  more  than  light 
reading.  I recommend  this  book  to  all  physi- 
cians, especially  those  early  in  their  careers. 
The  information  will  help  them  feel  more  con- 
fident in  planning  for  their  financial  futures  and 
working  with  financial  planning  professionals. 

Lawrence  M.  Markman,  M.D. 

RIGHTS  AND  GOODS:  JUSTIFYING  SOCIAL  AC- 
TION, by  Virginia  Held,  Free  Press,  New  York, 
1984.  327  pp.  Price  $22.95. 

Dr.  Virginia  Held,  who  is  a professor  of  philos- 
ophy at  City  University  of  New  York,  has  written 


here  a provocative  book.  If  the  reader  will  wade 
through  the  first  103  pages  which  recount  the 
historical  and  developmental  theories  of  moral 
philosophy  and  applied  ethics,  he  will  be  re- 
warded by  a fascinating  account  of  moral  prob- 
lems in  our  present  society,  with  specific  ex- 
amples. 

Dr.  Held  does  not  attempt  an  ideal  theory  j 
for  a perfect  society,  but  a workable  theory  of 
what  she  thinks  can  be  attained  now. 

Her  views  are  controversial  and  certainly  not  | 
those  of  the  establishment.  She  discusses  the  I 
rights  of  minorities,  of  children,  and  of  women, 
and  says  that  the  basis  of  family  life  must  be  | 
mutual  respect.  She  rejects  the  U.S.  Supreme  ; 
Court’s  insistence  on  the  sanctity  of  property 
rights,  and  insists  that  society  owes  each  person  j 
the  right  to  life,  liberty,  and  an  adequate  basic  j 
minimum  of  food,  shelter,  education,  medical 
care,  and  employment.  She  extends  these  rights  ! 
to  the  underprivileged  citizens  of  third  world 
countries,  and  says  that  if  this  is  not  done  we 
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PHILA.  INTERNATIONAL  AIRPORT 
And  All  of  Delaware  and  Maryland 

• COMPUTERIZED 

• 

CALL: 

Deluxe  Door-To-Door  Pickup  Or  Delivery  At 

655-5973 

Your  Home-Office-Hotel-Motor  Lodge  . . . 
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(302)  655-8878 

762-2946 
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shall  inevitably  go  along  from  one  war  to  an- 
other. 

You  may  not  agree  with  Dr,  Held’s  conclu- 
sions, but  reading  her  book  will  surely  stir  up 
your  thinking. 

David  Platt,  M.D. 

FUNDAMENTALS  OF  INTERNAL  MEDICINE,  edited 
by  Donald  Kaye,  M.D.,  and  Louis  F.  Rose,  M.D., 
C.  V.  Mosby  Company,  St.  Louis,  1983.  1365 
pp.  Ulus.  Price  $34.95. 

The  two  editors  of  this  book  are  professors  at 
the  Medical  College  of  Pennsylvania.  Most  f 
the  150  contributors  are  medical  school  teachers 
and  clinicians;  some  are  private  practice  physi- 
cians. 

This  is  a new  book  planned  to  serve  both  the 
need  of  medical  students  for  a text  and  of  prac- 
ticing physicians  for  a reference  source.  Chap- 
ters are  arranged  by  organ  systems.  Each  chap- 
ter is  written  by  an  expert  in  the  field  and  de- 
scribes basic  mechanisms  involved  in  the  dis- 
ease process,  symptoms,  then  diagnoses  and 
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management.  The  book  is  encylopedic  in  scope 
and  covers  206  different  subjects  from  immune 
deficiency  disease  to  dental  medicine. 

The  book  is  both  comprehensive  and  precise; 
it  will  serve  as  an  excellent  reference  source  for 
the  busy  practicing  physician. 

Davu)  Platt,  M.D. 

Vi  1}£ 

THE  LOW-FAT,  LOW-CHOLESTEROL  DIET,  New 
Revised  Edition,  edited  by  Clara  Beth  Young 
Bond,  R.D.,  E.  Virginia  Dobbin,  R.D.,  Helen  F. 
Gofman,  M.D.,  et  al.  Doubleday  and  Company, 
New  York,  1984.  512  pp.  Price  $17.95. 

The  new  revised  edition  is  a comprehensive 
book  written  by  dietitians  and  a physician  for 
the  general  public  and  also  for  physicians  who 
may  wish  to  be  able  to  answer  questions  about 
low  cholesterol,  low  fat  diets  from  their  patients. 
It  covers  information  about  diets  in  general,  how 
to  construct  diets  according  to  calories  and  low 
cholesterol  prescriptions,  discussions  of  different 
food  groups,  fiber,  over  400  recipes  and  some 


PENNSYLVANIA 
SPERM  BANK 

A CRYOGENIC  SEMEN  STORAGE 
FACILITY  FOR  YOUR  PATIENTS: 

(1)  pre-vasectomy; 

(2)  pre-chemotherapy; 

(3)  pre-radiation  therapy; 

(4)  prior  to  surgery  which  may  affect 
fertility; 

(5)  Hazardous  occupational  exposures. 


U’e  re  thinkiiuj  about  lontornnv  today 

Inquiries: 

(215)  886-7706 

or  write: 

PSB,  Benson  East,  Suite  415 
Jenkintown,  Pa.  19046 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

‘‘HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-Lf . . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

‘‘Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“AH  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Delaware,  HERPECIN-L  Is  available  at  all  Eckerd,  Edgehill,  Gray-Drug  Fair, 
Happy  Harry’s,  RiteAid,  Thrift  Drug  Stores  and  other  select  pharmacies. 
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nine  charts  of  food  values.  The  authors  give 
detailed  instructions  on  weighing  and  measur- 
ing portions  and  on  calculating  protein,  carbo- 
hydrate and  fat  calorie  content.  They  give  de- 
tailed instructions  on  the  preparation  of  foods. 
There  are  enough  varied  recipes  to  make  an  in- 
teresting and  palatable  diet. 

The  book  goes  into  such  minute  details  on 
the  construction  of  menu  plans  that  it  might 
turn  off  the  average  patient  unless  instructed 
to  adapt  it  to  his  or  her  own  needs.  The  book 
also  deals  with  fiber  in  the  diet  in  a very  cursory 
manner  omitting  the  value  of  oat  fiber. 

The  Low-Fat,  Low-Cholesterol  Diet  should 
be  an  excellent  guide  for  all  who  need  to  follow 
a restricted  diet  and  for  those  who  need  to  an- 
swer questions  about  that  diet. 

Ethel  F.  Platt,  M.D. 

BASIC  AND  CLINICAL  IMMUNOLOGY  by  Daniel 
P.  Stites,  M.D.,  John  D.  Stobo,  M.D.,  H.  Hugh 
Fudenberg,  M.D.,  and  J.  Vivian  Wells,  M.D., 


IMMEDIATE  OPENING 
FOR  MEDICAL  DIRECTOR 

PRIMARY  RESPONSIBILITY  FOR 
SURGICAL  SERVICES 

Time  required:  Approximately  16  hours 
per  week. 

Local  hospital  affiliation  with  appropriate 
privileges  required. 

Specific  qualifications: 

• First  trimester  pregnancy  terminations  on 
outpatient  basis; 

• Colposcopy; 

• Cryosurgery; 
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Book  Reviews 


Lange  Medical  Publications,  Los  Altos,  California, 
1985.  761  pp.  Price  $25.00. 

This  is  the  fifth  edition  of  a rather  well-known 
paperback  text  of  immunology  published  by 
Lange.  The  editors  are  quite  well  known  im- 
munologists, the  first  three  are  from  the  United 
States  and  Dr.  Wells  is  from  Sidney,  Australia. 
The  original  printing  was  in  1976  and  as  one 
might  expect,  with  time  the  content  has  slowly 
increased.  The  current  edition  boasts  761  pages 
with  39  chapters.  The  original  edition  was  611 
pages  and  to  my  surprise,  40  chapters.  The  con- 
tributors to  this  edition  are  clearly  recognizable 
as  important  contributors  to  the  field  of  immun- 
ology. 

In  a sense  this  book  has  always  struck  me  as 
being  the  “Chfif  Notes”  of  immunology.  There 
is  a tremendous  amount  of  information  packed 
into  rather  short  chapters.  The  elegance  of  a 
formal  textbook  is  missing.  But  because  this 
book  comes  out  bi-annually,  it  can  make  rapid 
changes  in  content  to  keep  up  with  rapid  ad- 
vances in  both  basic  and  chnioal  immunology. 


In  that  sense  it  serves  as  a review  and  update 
to  more  formal  textbooks  which  by  their  very 
nature  are  outdated  at  the  time  of  publication. 

The  editors  note  that  the  major  changes  in  this 
edition  are  new  chapters  focusing  on  lympho- 
cytes which  update  the  current  state  of  knowl- 
edge regarding  T & B cells,  their  respective 
subsets,  their  interaction  and  regulation.  Simi- 
larly there  is  a new  chapter  concerning  the  inter- 
leukins and  interferons  which  are  extremely 
important  soluble  cell  products  that  play  an  im- 
portant role  in  modulating  the  immune  response. 
At  least  half  of  the  book  is  devoted  to  clinical 
disorders  in  which  immunopathologic  mecha- 
nisms play  an  important  role. 

This  is  an  initial  reference  available  to  many 
disciplines  in  medicine:  the  laboratory  director, 
the  nephrologist,  the  dermatologist,  the  pedia- 
trician, the  blood  banker,  the  gastroenterologist, 
the  hematologist,  the  house  oflBcer,  medical  stu- 
dent or  interested  physician.  At  $25.00  I feel 
it  is  well  worth  the  price. 

James  H.  Newman,  M.D. 
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DEAR  MEDICAL  PROFESSIONAL: 
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our  products  and  services. 

We  are  very  pleased  to  be  able  to  join  your  community  and 
serve  you  and  your  patients’  needs. 


Sincerely  yours. 
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SMALL  WONDER:  BIG  JOB 


Each  spring,  a most  pleasurable  opportunity  is  presented  to  the  officers  and 
executives  of  the  Medical  Society  of  Delaware  to  meet  with  their  counterparts 
from  Virginia,  District  of  Columbia,  Maryland,  Pennsylvania,  and  New  Jer- 
sey. This  regional  meeting  is  devoted  to  an  exchange  of  thoughts  concerning 
mutual  problems.  In  rotation,  each  state  takes  a turn  hosting  the  meeting. 

Although  the  problems  of  each  State  Society  are  mutually  experienced, 
thoughts  and  answers  are  varied  enough  to  be  mutually  beneficial.  Facts  that 
are  seen  by  one  may  be  overlooked  by  another.  These  combined  meetings  have 
been  helpful  for  all,  even  though  the  result  might  be  “misery  loves  company.” 

My  purpose  in  writing  this  is  twofold.  First,  it  is  to  emphasize  that  our 
Society  staff  has  done  an  admirable  job  for  us.  We  are  a small  state  with 
limited  funds,  but  we  have  all  the  problems  encountered  by  our  larger  neigh- 
bors. In  spite  of  this,  our  solutions  to  problems  and  our  programs  have  kept 
pace. 

Second,  in  spite  of  all  of  the  efforts  of  our  legislative  representative  and  of 
our  staff,  the  malpractice  problem  continues  to  flourish.  It  is  perhaps  the 
single  most  important  problem  facing  the  medical  community  today.  It 
increases  the  cost  of  the  delivery  of  medicine  because  of  the  increasing  burden 
of  the  cost  of  liability  insurance. 

We  must  be  ever  vigilant  to  ensure  that  steps  are  taken  to  alleviate  the 
burden  of  the  increased  cost  which  ultimately  must  be  borne  by  the  patient.  It 
is  our  earnest  hope  that  the  legislature  will  continue  to  review  this  subject  for 
the  benefit  of  all  members  of  our  community. 
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STATE-OF-THE-ART  TREATMENT  OF 
CONGESTIVE  HEART  FAILURE 


Richard  F.  Gordon,  M.D. 


Case  Presentation 

A 25-year-old  white  male  laborer  was  well 
until  March  of  1982  when  he  began  to  have 
pain  in  his  right  hip.  One  year  later,  he  was 
diagnosed  as  having  Ewing’s  sarcoma  of  the 
pelvis  which  was  treated  surgically  followed 
by  radiotherapy  and  chemotherapy  with  dox- 
orubicin hydrochloride  (Adriamycin,  Stuart) 
vincristine,  (Omcovin,  Lilly)  and  cyclophos- 
phamide (Cytoxan,  Mead  Johnson  Pharma- 
ceuticals). Two  months  later  he  noted  a sensa- 
tion of  rapid  heart  beat  and  peripheral  edema 
and  was  diagnosed  as  having  congestive  heart 
failure  secondary  to  doxorubicin  hydrochlo- 
ride toxicity.  He  was  treated  with  digoxin,  fur- 
osemide  and  prazosin  (Minipress,  Pfizer)  with 
initial  improvement.  However,  the  symptoms 
recurred  to  the  point  that  the  patient  was  bed- 
ridden with  marked  nocturnal  and  exertional 
dyspnea,  orthopnea,  and  fatigue. 

On  physical  examination  his  blood  pressure 
! was  100/80  with  mild  orthostatic  changes.  His 

'Dr.  Gordon  is  a cardiologist  practicing  in  Wilmington.  He  is  affiliated  with 
■The  Medical  Center  of  Delaware  and  St.  Francis  Hospital. 
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pulse  was  100  with  definite  alternans  but  no 
paradox.  He  weighed  177  pounds.  Jugular 
venous  pressure  was  elevated  to  approximately 
12-15  cm  of  water  with  a dominant  V wave. 
The  carotid  pulses  were  of  low  amplitude.  The 
left  ventricular  impulse  was  felt  at  the  fifth 
intercostal  space  two  cm  to  the  left  of  the  mid- 
clavicular  line.  The  first  and  second  heart 
sounds  were  soft.  There  was  a grade  HI/VI 
pansystolic  murmur  of  mitral  insufficiency  at 
the  apex  and  left  sternal  border  which  radiated 
to  the  axilla.  Loud  left  ventricular  S3  and  S4 
gallop  sounds  were  noted  and  the  liver  was 
enlarged  and  tender.  No  edema  was  present. 

The  electrocardiogram  revealed  sinus  tachy- 
cardia with  normal  AV  and  intraventricular 
conduction,  left  axis  deviation,  and  low  QRST 
voltage  in  the  frontal  plane,  with  an  abnormal 
T-wave  vector  and  poor  R-wave  progression. 

A 2-dimensional  echocardiogram  demon- 
strated four  chamber  enlargement  with  severe 
left  ventricle  hypokinesis.  A chest  x-ray  dem- 

303 


State-of-the-Art  Treatment  of  Congestive  Heart  Failure — Gordon 


onstrated  cardiomegaly  with  “cephalization” 
of  the  pulmonary  vasculature. 

In  June  1983  the  patient  underwent  cardiac 
catheterization.  The  ejection  fraction  was  only 
13  percent  and  the  pulmonary  artery  wedge 
pressure  was  38  mm  hg  (Normal,  12  monthly). 
After  captopril,  50  mg,  the  pulmonary  artery 
wedge  pressure  decreased  from  38  to  28  mm  hg 
and  cardiac  output  increased  from  2.7  to  3.2 
L/min.  He  was  also  able  to  increase  his  exer- 
cise on  upright  bicycle  to  five  minutes  with  a 
maximum  workload  of  40  watts.  He  was  dis- 
charged taking  captopril,  25  mgm  po  qid; 
digoxin,  and  furosemide  (Lasix). 

After  one  month  his  symptoms  recurred  and 
milrinone  was  begun  but  the  patient  did  not 
respond.  He  was  then  referred  for  evaluation 
for  cardiac  transplant  but  was  rejected  because 
of  the  high  risk  of  tumor  recurrence. 

He  was  readmitted  to  the  hospital  soon  after 
with  pulmonary  congestion  and  hypotension, 
unresponsive  to  intravenous  dopamine  and 
later  dobutamine  plus  nitroprusside.  He  died 
on  the  third  hospital  day. 

The  above  case  presentation  illustrates  three 
important  points.  Despite  the  various  thera- 
peutic discoveries  and  innovations,  advanced 
heart  failure  in  functional  Class  III  and  Class 
IV  patients  still  carries  a significant  mortality 
in  excess  of  50  percent  per  year.i  Second,  iatro- 
genic factors  have  recently  been  added  to  the 
causations  of  heart  failure.  And,  finally,  there 
is  the  common  observation  that  in  many 
patients,  initial  symptomatic  improvement  is 
followed  by  an  inevitable  down  hill  course. 

In  the  following  discussion  we  will  be  con- 
cerned with  the  newest  modalities  of  treat- 
ment for  patients  who  exhibit  symptoms  with 
only  modest  physical  activity  or  at  rest.  From 
a hemodynamic  standpoint  they  are  those 
with  ejection  fractions  by  myocardial  gated 
scan  or  two-dimensional  echocardiography  of 
30  percent  or  less.  We  will  not  be  dealing  with 
the  treatment  of  “mild”  heart  failure;  that  is, 
the  patient  who  responds  to  the  basic  mea- 
sures of  salt  and  fluid  restriction,  digitaliza- 
tion, and  mild  diuretics. 

Although  there  are  numerous  definitions  of 
heart  failure,  for  the  purposes  of  this  discus- 
sion heart  failure  represents  a condition  of 
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impaired  cardiac  pumping  ability  of  whatever 
cause.  The  great  majority  of  patients  in  the 
Occident  are  those  with  underlying  coronary 
artery  disease.  The  term  ischemic  cardio- 
myopathy has  been  applied  in  this  setting 
although  this  term  has  been  objected  to  for 
various  reasons.  The  smaller  percentage  of 
patients  have  either  cardiomyopathy  as  a 
primary  or  secondary  cause  or  acquired  valvu- 
lar or  congenital  heart  disease  as  the  etiology. 
Mitral  or  aortic  regurgitation  may  advance  to 
a point  where  irreversible  myocardial  impair- 
ment has  occurred  and  surgery  is  no  longer  a 
valid  alternative.  As  in  the  patient  discussed, 
the  advent  of  chemotherapeutic  agents  like 
doxorubicin  hydrochloride  (Adriamycin)  has 
resulted  in  an  iatrogenic  cause  for  heart  fail-  ! 
ure  in  certain  patients.  j 

The  pathophysiology  of  congestive  heart  ^ 
failure  involves  two  basic  processes  which  are  | 
demonstrated  in  F igure  1 . The  first  is  impaired  ; 
ventricular  performance.  The  second  is  reflex 
vasoconstriction  with  elevated  systemic  vas-  , 
cular  resistance.  In  essence  a vicious  cycle  j 
exists:  vasoconstriction  occurs  in  order  to 
maintain  systemic  arterial  pressure  in  the  face 
of  low  cardiac  output.  This,  however,  may 
result  in  additional  myocardial  stress  and 
ventricular  dilatation  with  additional  impair- 
ment of  ventricular  performance,  thus  perpe- 
tuating myocardial  failure.^  The  modern  treat- 
ment of  congestive  heart  failure  then  lies  in 
two  areas:  inotropic  drugs  that  stimulate 
myocardial  contractility,  and  vasodilator  | 
agents  that  reverse  the  pathologic  vasocon- 
striction of  the  arterial  bed.  ; 

i 

Table  1 lists  currently  used  orally  active  I 
vasodilator  and  inotropic  drugs. ^ Along  with 
the  inotropic  drugs  listed,  a mention  should  be  i 
made  of  digitalis.  Digitalis  glycosides  in  dif- 
ferent forms  act  uniquely  by  inhibiting  the 
sodium-potassium  ATP  pump.  Recently,  cau-  ; 
tion  in  their  use  in  advanced  congestive  heart  ! 
failure  has  been  raised  because  of  difficulty  in 
assessing  their  therapeutic  effectiveness,  pro- 
blems in  establishing  proper  dosage,  and  dif-  j 
ficulties  in  detecting  clear  benefit.  In  one  study 
of  24  patients,  1 7 of  18  in  normal  sinus  rhythm 
had  digitalis  discontinued  with  no  deteriora- 
tion in  their  clinical  status  noted.  It  is  now 
generally  agreed  that  in  advanced  Class  III 
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Vicious  circie  of  heart  failure.  As  cardiac  output  fails,  compensatory  responses  produce 
vasoconstriction  and  elevate  systemic  vascuiar  resistance,  which  perpetuate  myocardial 
failure.* 


and  Class  IV  heart  failure,  there  is  little  to  be 
gained  by  the  use  of  digitalis. 

The  inotropic  agents  listed  in  Table  1 include 
both  the  beta-agonist  agents  as  well  as  the 
newer  group  of  drugs  referred  to  as  non- 
catecholamine non-glycosidic  inotropes.  Many 
experts  feel  that  all  of  these  agents  have  an 
important  role  in  vasodilatation  although  they 
are  categorized  as  inotropic  agents  because 
they  increase  myocardial  contractility.® 

Some  of  the  agents  listed  can  be  dismissed 
immediately  from  our  consideration.  Although 
the  calcium  channel  antagonists  have  proven 
to  be  helpful  in  ischemic  heart  disease  and  in 
some  arrhythmias,  generally  speaking,  they 
have  not  proven  to  be  of  significant  benefit  in 
the  treatment  of  heart  failure  and  are  not 
recommended  as  primary  drugs  for  this.®  Sim- 
ilarly, the  beta-agonist  agents,  those  drugs 
working  at  the  site  of  beta  1 myocardial  recep- 
tors, have  not  proven  as  effective  as  originally 
thought  and  frequent  and  potentially  serious 
side-effects  have  been  observed.  Furthermore, 
their  effectiveness  appears  to  diminish  with 
time,  probably  because  of  a reduction  in  the 

This  table  is  adapted  from:  Francis  GS.  The  role  of  inotropic  agents  in  the 
management  of  heart  failure,  In:  Drug  treatment  of  heart  failure.  New  York: 
Yorke  Medical  Books,  1983:125-149. 
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number  of  available  beta  receptors.®  In  addi- 
tion to  the  above  oral  agents,  dopamine  and 
dobutamine  also  work  at  the  beta  receptor 
level  but  are  available  only  in  intravenous 
form. 

There  are  two  basic  mechanisms  of  action 
for  all  inotropic  agents  under  discussion.  The 
common  denominator  in  drug  activity  is  the 
increased  production  of  cyclic  3',  5'  adenosine 
monophosphate.  This  results  in  the  activation 
of  protein  kinases  with  eventual  increased 
calcium  transport  across  cell  membranes  re- 
sulting in  increased  contractile  force.  The 
beta-adrenergic  agents  stimulate  beta  recep- 
tors with  an  increase  conversion  of  adenosine 
triphosphate  to  cyclic  3',  5'  adenosine  mono- 
phosphate via  the  enzyme  adenylate  cyclase.® 
The  newest  experimental  drugs  — the  non- 
catecholamine non-glycosidic  inotropes  — 
work  by  phosphodiesterase  inhibition. 
Phosphodiesterase  enzyme  increases  the 
breakdown  of  cyclic  3',  5'  AMP. 

Table  2 lists  the  non-glycosidic  inotropic 
agents  available  in  both  intravenous  and  oral 
forms.  These  drugs  produce  inotropic  stimula- 
tion by  way  of  a heightened  response  of  con- 
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TABLE  1 

Orally  Active  Vasodilator  and 
Inotropic  Drugs* 

Direct-acting  vasodilator  drugs 
Nitrates 
Hydralazine 
Minoxidil 

Neurohumoral  antagonists 
Prazosin 
Trimazosin 
Captopril 

Enalapril  (MK  421) 

Calcium  channel  antagonists 
Nifedipine 
Vesrapamil 
Diltiazem 

Inotropic  drugs  with  vasodilator  activity 
Beta-agonist  agents 
Prenalterol 
Pirbuterol 
Salbutamol 
Terbutaline 

Non-catecholamine  nonglycoside 

inotropic  drugs 

Amrinone  (WIN  40680) 

Milrinone  (WIN  47203) 

MDL  17043 
MDL  19205 


tractile  protein  to  calcium  or  by  increased 
availability  of  calcium  to  the  contractile  pro- 
tein. As  was  mentioned  before,  in  addition  to 
the  derived  beta  I agonistic  effect,  many  avail- 
able sympathomimetic  agents  also  stimulate 
the  vascular  beta  II  receptors  resulting  in 
vasodilatation.^ 

Dopamine  is  a precursor  of  norepinephrine 
and  has  been  shown  to  result  in  a significant 
increase  in  cardiac  output.  Furthermore,  spe- 
cialized dopaminergic  receptors  at  the  renal 
vascular  level  result  in  increased  renal  perfu- 
sion. However,  at  doses  greater  than  four 
mcg/kg/ min,  an  alpha  receptor  effect  predom- 
inates which  results  in  vasoconstriction,  a dis- 
tinct disadvantage.®  When  nitroprusside,  a 
potent  vasodilator,  and  dopamine  are  used  in 
combination,  greater  increase  of  cardiac  out- 

*This  table  is  adapted  with  permission  from  the  American  College 
ofCardiology,  Journal  ofthe  American  College  of  Cardiology,  1983; 
5i841-852.  ’ ’ 
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put  results  than  when  either  agent  is  used 
alone.  This  has  important  therapeutic  impli- 
cations which  will  be  discussed.^ 

Dobutamine,  a more  recent  derivative  of 
dopamine,  lacks  its  direct  vasodilator  effect  on 
the  renal  bed  and  also  its  alpha  effect  at  high 
doses.  It  has  mostly  a beta  I effect,  increasing 
myocardial  contractility  plus  to  a smaller 
degree  a beta  II  effect.  Dobutamine  does  not 
increase  heart  rate  and  it  has  recently  been 
shown  that  it  apparently  has  a conditioning 
effect  in  patients  with  heart  failure.^  That 
is,  intermittent  treatment  with  dobutamine 
either  for  a continuous  period  of  72  hours  or  as 
four-hour  infusions  weekly  or  eight-hour  infu- 
sions every  two  weeks  at  doses  of  five-ten 
mcg/kg/min  may  result  in  long  lasting 
improvement.  This  appears  to  correlate  with 
tissue  studies  in  which  myocardial  biopsies 
have  shown  improvement  in  mitochondrial 
integrity  after  such  treatment.®  This  conclu- 
sion has  not  been  extensively  evaluated  and  i 
there  are  only  small  patient  groups  confirm- 

TABLE  2 

Non-glycoside  inotropic  agents  used  to 
treat  congestive  heart  failure.* 

Drug  Response 

Norepinephrine  Systemic  vasoconstriction: 
increased  contractility 

Dopamine  Vasodilation  of  renal  and  mesen- 

teric vascular  beds  at  low  dose; 
systemic  vasoconstriction  at  high 
dose;  increased  contractility; 
increased  heart  rate 

Dobutamine  Increased  contractility;  reflex 

vasodilation;  increased  heart  rate 
at  high  doses 

Amrinone  Increased  contractility;  decreased 

systemic  vascular  resistance 

Pirbuterol  Increased  contractility;  decreased 

systemic  vascular  resistance 

Prenalterol  Increased  contractility;  increased 

heart  rate 

MDL  17,043  Increased  contractility;  decreased 

systemic  vascular  resistance 

AKL  115-BS  Increased  contractility;  decreased 

systemic  vascular  resistance 

*This  figure  is  reprinted  from:  Francis  GS.  The  role  of  inotropic 

agents  in  the  management  of  heart  failure,  In:  Drug  treatment  of 

heart  failure.  New  York:  Yorke  Medical  Books,  1983:  125-149. 
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ing  this  potential  benefit. 

When  the  effects  of  dobutamine  and  dopa- 
mine on  stroke  work  index  and  left  ventricular 
filling  pressure  in  patients  with  advanced 
heart  failure  are  compared,  both  agents  appear 
to  increase  stroke  work  and  cardiac  output,  but 
dopamine  by  nature  of  its  deleterious  vaso- 
constrictive effect  at  high  doses  may  in  fact 
increase  left  ventricular  filling  pressure.  Dobu- 
tamine thus  appears  to  have  a more  beneficial 
profile,  but  it  must  be  stressed  that  in  the  hyp- 
otensive patient  dobutamine  may  be  inade- 
quate to  maintain  an  acceptable  perfusion 
pressure  and  dopamine  or  other  agents  must 
be  used.  Dopamine  and  dobutamine  have  been 
used  together  in  several  centers  but  there  are 
no  data  to  substantiate  any  additive  benefit.® 

Because  of  loss  of  responsiveness  the  beta 
receptor  agonists  do  not  appear  to  hold  great 
promise  for  long  term  management.  An  excep- 
tion to  this  may  be  the  newer  drug,  L - Dopa,  a 
drug  long  used  for  Parkinson’s  disease  and  a 
precursor  of  dopamine.® 

Phosphodiesterase  Inhibitors 

Some  if  not  most  of  the  effect  of  non- 
glycosidic  non-sympathomimetic  inotropic 
agents,  or  phosphodiesterase  inhibitors  may 
be  in  producing  vasodilatation,  rather  than  by 
being  pure  inotropic  agents.®  Amrinone  is  the 
prototype;  their  pharmacologic  hallmark  is  a 
bipyridine  ring.  The  oral  form  of  amrinone 
which  has  been  investigated  extensively  does 
not  appear  to  be  useful  clinically. There  have 
been  too  many  gastrointestinal  side-effects 
(nausea,  vomiting,  and  liver  abnormalities), 
as  well  as  hematologic  (thrombocytopenia), 
and  myocardial  (arrhythmia)  events.  More 
recently  the  intravenous  form  has  been  intro- 
duced (Amricore).  This  was  touted  to  be  more 
sustained  in  action  than  either  dopamine  or 
dobutamine  with  only  minimal  side-effects, 
but  in  fact,  this  has  not  proven  to  be  the  case. ' ^ 
However,  Franciosa  believes  the  most  serious 
side-effect  may  actually  be  myocardial 
damage  from  constant  inotropic  stimulation, 
a point  to  be  investigated  further.  Franciosa 
recommends  that  amrinone  not  be  used; 
he  states  the  recent  FDA  approval  was 
inappropriate. 

Milrinone  is  a newer  derivative  of  amrinone. 
This  drug,  still  under  extensive  investigation, 
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does  not  appear  to  have  the  same  gastrointest- 
inal or  hematologic  side-effects  of  amrinone, 
and  is  20  times  more  potent.  A recent  study 
suggests  significant  benefit,  both  functional 
and  hemodynamic. 

Another  drug  under  current  investigation  is 
MDL  17,043  also  known  as  Fenoximone.  How- 
ever, despite  initial  encouraging  results, 
recent  work  describes  poor  long-term  results 
despite  early  hemodynamic  and  clinical  im- 
provement, Of  13  patients  studied,  12  out  of 
13  died  in  less  than  one  year,  posing  again  the 
question  of  additional  myocardial  insult  from 
the  drug.  The  use  of  all  of  the  phosphodieste- 
rase inhibitors  must  be  looked  at  with  some 
element  of  skepticism  and  requires  further 
study.  Except  for  intravenous  amrinone,  they 
are  still  all  considered  experimental  drugs  and 
not  available  for  clinical  use. 

The  second  large  category  of  drugs  under 
discussion  are  those  referred  to  as  vasodila- 
tors. Figure  2 illustrates  an  essential  point 
when  considering  these  agents.  When  left  ven- 
tricular filling  pressure  is  high,  these  drugs 
shift  the  left  ventricular  function  curve  up- 
ward and  to  the  left.  That  is,  by  reducing  vas- 
cular resistance  they  decrease  an  elevated  left 
ventricular  filling  pressure  and  increase  stroke 
volume,  both  beneficial  effects.  However,  if 
one  gives  the  same  drug  to  a patient  with  nor- 
mal filling  pressure,  stroke  volume  and  car- 
diac output  will  decrease.  This  means  that  the 
net  effect  of  a vasodilator  on  stroke  volume  is 
dependent  on  the  initial  level  of  left  ventri- 
cular filling  pressure.  1®  The  implication  then  is 
that  one  must  be  certain  of  the  hemodynamic 
status  of  a patient  before  using  these  drugs;  if 
there  is  a question  whether  the  patient  is  in 
congestive  heart  failure  with  high  filling  pres- 
sures, hemodynamic  monitoring  with  a Swan- 
Ganz  catheter  may  be  necessary  before  initiat- 
ing treatment.  This  is  not  to  imply  that  all 
patients  with  heart  failure  who  are  going  to  be 
given  vasodilators  must  be  admitted  to  the 
hospital  for  insertion  of  a Swan-Ganz  cathe- 
ter. Clearly,  in  a great  majority  of  the  cases, 
fluid  balance  and  myocardial  hemodynamics 
are  clear-cut  and  hemodynamic  monitoring  is 
not  necessary.  Nonetheless,  in  some  cases  it 
may  be. 

Table  3 lists  the  mechanisms  of  action  of  the 
various  vasodilators.  Only  the  direct-acting 
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FIGURE  2 


Stroke 

Volume 


Left  Ventricular  Filling  Pressure  (mmHg) 


Left  ventricular  function  curves  plotting 
stroke  volume  as  a function  of  left  ventricu- 
lar filling  pressure.  The  control  curve  is  in  the 
middle.  Administration  of  a vasodilator  de- 
creases aortic  impedance  and  shifts  the 
curve  up  and  to  the  left.  Note  that  when  a 
vasodilator  is  given  in  a patient  with  an 
initial  filling  pressure  of  20  mmHg,  the  reduc- 
tion of  filling  pressure  would  be  accompan- 
ied by  an  increase  in  stroke  volume  (A). 
However,  if  a vasodilator  is  given  at  a filling 
pressure  of  10  mmHg,  there  would  be  a 
decrease  in  stroke  volume  (B).  Thus,  the  net 
effects  of  a vasodilator  on  stroke  volume 
are  dependent  on  the  initial  level  of  left  ven- 
tricular filling  pressure  (after  Chatterjee  and 
Parmley,  1977,  with  permission.)* 


agents  and  the  converting  enzyme  inhibitors 
seem  to  have  any  clinical  utility  at  the  present 
time.  The  other  agents  are  either  ineffective  or 
have  too  many  side-effects.  As  already  men- 
tioned, there  has  been  only  modest  benefit  in 
the  use  of  calcium  channel  blockers.  Prazosin 
has  been  shown  to  result  in  tachyphylaxis  and 
loss  of  effectiveness  over  time  and  has  been 
abandoned  in  most  quarters.^  Hydralazine, 
after  a long  period  of  clinical  use,  has  been 
shown  to  be  only  30-40  percent  effective  and 
is  thus  no  longer  a drug  of  choice  to  many. 
Nitrates  have  been  shown  to  be  helpful  only  in 
the  oral  form  when  used  in  doses  equivalent  to 

*This  figure  is  reproduced  with  permission  from  the  American  College  of 
Cardiology,  Journal  of  the  American  College  of  Cardiology,  1983;  1:133-53. 
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isosorbide  dinitrate  (Isordil),  40  mg  qid.  In  con- 
trolled studies  topical  nitrates  in  any  form 
have  not  been  shown  to  be  of  benefit  in  the 
treatment  of  heart  failure.  With  oral  isosorbide 
dinitrate,  however,  two  placebo-controlled 
trials  have  shown  them  to  aid  in  the  improve- 
ment of  functional  class. ^ Minoxidil  has  been  a 
disappointment  because  fluid  retention  limits 
its  usefulness  in  severe  congestive  heart 
failure. 

Intravenous  nitroprusside  is  a potent  and 
highly  effective  vasodilator.  The  disadvan- 
tage, of  course,  is  that  it  is  only  available  in  an 
intravenous  form  and  cannot  be  used  on  a 
long-term  basis.  The  current  uses  for  nitro- 
prusside in  the  treatment  of  heart  failure  are 
for  severe  pump  failure  following  MI,  post- 
operative heart  failure,  acute  severe  mitral 
and  aortic  regurgitation  and  short-term  ther- 
apy for  severe  chronic  failure. 

Two  vasodilators  which  appear  to  hold  the 
greatest  promise  at  the  present  time  are  the 
so-called  converting  enzyme  inhibitors.  They 
are  captopril  and  its  newer  analog  undergoing 
investigation,  enalapril.  Captopril  has  been 
shown  to  be  at  least  60  percent  effective  from 
the  standpoint  of  relieving  symptoms  of  con- 
gestive heart  failure. The  maximal  dose  cur- 


TABLE  3 

Mechanisms  of  Vasodilators* 


Direct  Relaxation 

Hydralazine 

Nitrates 

Nitroprusside 

Minoxidil 

CNS  Stimulation 

Clonidine 

Receptor  Blockade 

Phentolamine, 

Prazosin 

Ganglionic  Blocking  agents 

Trimethaphan, 

Hexamethonium 

B2  stimulation 

Salbutamol, 

Pirbuterol 

Calcium  channel  blockade 

Nifedipine, 

Verapamil, 

Diltiazem 

Converting  enzyme 
inhibitor 

Captopril, 

Enalapril 

*This  table  is  adapted  with  permission  from  the  American  College 
of  Cardiology,  Journal  of  the  American  College  of  Cardiology,  1983; 
5:841-852. 
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rently  recommended  is  25  mg  tid.  Higher  doses 
may  cause  further  drops  in  blood  pressure 
without  any  further  potential  benefit.  The 
drug  works  as  an  angiotensin  converting  enzyme 
inhibitor.  Side-effects  are  neutropenia,  pro- 
teinuria, and  membranous  glomerulopathy. 
Renal  problems  appear  to  occur  more  often  in 
patients  with  renal  artery  stenosis.  Close  follow- 
up of  white  blood  count,  urinalysis,  and  renal 
function  is  essential.  Interestingly,  there  ap- 
pears to  be  little  relationship  between  initial 
and  long-term  response.^  Some  of  the  patients 
who  respond  to  early  doses  then  develop  toler- 
ance and  others  who  do  not  respond  initially 
will,  later  on,  so  there  is  little  to  be  gained  in 
doing  invasive  studies  to  predict  long-term 
effect. 

Renin-Angiotensin  System 

Some  comments  on  the  role  of  the  renin- 
angiotensin  system  in  the  pathophysiology  of 
congestive  heart  failure  are  now  appropriate. 
It  has  been  found  that  serum  sodium  is  a most 
important  prognostic  variable  in  heart  failure 
patients.  A three-fold  difference  in  one  year 
survival  is  observed  in  the  group  with  serum 
sodium  above  130  meq/liter  units  compared 
with  those  with  sodium  less  than  130  meq/ 
liter.  With  congestive  heart  failure,  plasma 
renin  activity  is  activated  resulting  in  higher 
angiotensin  levels.  Generally  speaking,  the 
more  severe  the  congestive  heart  failure  and 
the  lower  the  cardiac  output,  the  higher  the 
plasma  renin  and  angiotensin.  Higher  angio- 
tensin levels  result  in  hyponatremia  by  in- 
creasing the  production  of  vasopressin  with 
resultant  increased  retention  of  free  water.  In 
the  setting  of  congestive  heart  failure  hypona- 
tremia thus  represents  a disturbance  of  water 
metabolism  rather  than  sodium  metabolism, 
and  serum  sodium  concentration  is  inversely 
proportional  to  the  plasma  renin.  Hypona- 
tremia can  be  considered  a marker  of  an  acti- 
vated renin-angiotensin  system. 

Patients  with  heart  failure  and  low  serum 
sodium  are  especially  sensitive  to  the  effects  of 
captopril.  They  are  the  group  about  which  one 
must  be  especially  concerned  regarding  the 
development  of  significant  hypotension  so  the 
drug  should  be  used  in  very  small  doses 
initially  with  great  caution.  Generally,  one 
starts  with  a dose  of  6.25  mg  tid  and  then 
increases  steadily  to  the  optimal  dose  of  25  mg 
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tid. 

The  key  question  is;  do  we  improve  survival 
if  we  correct  the  serum  sodium?  Preliminary 
data  suggests  the  affirmative.^”'^  By  using 
captopril  and  correcting  serum  sodium,  the 
prognosis  may  improve.  This  is  the  first  evi- 
dence that  converting  enzyme  inhibitors  may 
not  only  make  people  feel  better  but  also  may 
improve  longevity. 

This  leads  to  a very  important  point  that 
cannot  be  stressed  too  thoroughly.  Although 
many  of  the  drugs  we  have  discussed  may 
improve  functional  class  and  hemodynamic 
pr^^fi'Ie,  there  has  been  very  little  data  up  to 
now  to  suggest  any  effect  on  improving  lon- 
gevity. An  exception  to  this  may  be  a recent 
study  in  the  American  Journal  of  Cardi- 
ology.^^ Seventeen  randomized  trials  of  vasodi- 
lators involving  870  patients  were  reviewed  to 
evaluate  their  effect  on  mortality  rate. 

The  follow-up  was  less  than  six  months  and 
one  drug,  captopril  alone,  appeared  to  result  in 
improvement  in  longevity  statistics,  reducing 
the  mortality  of  the  control  group  from  eight 
percent  to  a drug-treated  mortality  of  four  per- 
cent. This  is  certainly  not  a definitive  study 
but  it  does  suggest  that  with  the  use  of  capto- 
pril some  patients  may  live  longer. 

Advantages  and  limitations  of  the  drugs 
currently  available  for  long-term  use  have 
been  discussed  at  length.'^  Captopril  seems  to 
be  the  drug  of  choice.”  Nitrates  may,  of  course, 
be  used  in  conjunction.  The  place  for  the  newer 
non-catecholamine  inotropes  or  phosphodies- 
terase inhibitors  is  uncertain  at  the  present 
time. 

Finally,  a practical  approach  to  the  man- 
agement of  decompensated  heart  failure  is 
summarized  in  Figure  3.®  It  is  assumed  that  a 
loop  diuretic  has  already  been  given.  The  prac- 
tical points  are  to  restore  blood  pressure  with 
high  dose  dopamine  in  patients  who  are  in 
shock  provided  left  ventricular  filling  pressure 
is  adequate,  and  then  add  nitroprusside  to 
reduce  left  ventricular  filling  pressure  if  ele- 
vated. If  the  systolic  blood  pressure  is  greater 
than  90  and  the  patient  is  primarily  dyspneic 
and  tachypneic,  one  may  want  to  choose  intra- 
venous nitroprusside  alone.  If  the  patient, 
however,  presents  with  symptoms  of  low  out- 
put, then  dobutamine  may  be  preferable.  In 
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FIGURES 

Diagram  summarizes  the  treatment  of  decompensated  heart  failuref 


Non-tradilional 
Therapy  • 

Prenalletol 

1- 12  mg  IV 

Pirbulerol 
0 Ob-0  50mg  IV 

MDL  17,043 

2- 3  mg/kg  IV 

Amnnone 

40  ;ig/kg/min  IV 

ARL  115-BS 
10-20mg  IV 


Acute  Decompensation* 

additional  loop  diuretic 

I 


tachypnea,  dyspnea,  hypoperfusion 
at  rest 

1 


Sysfolic  BP  > 90  mmHg 

Traditional  Therapy  * 

Dopamine 

Nitroprusside 

Dobutamlne 

( < 3 ,ig/kg/min)  or 

(10-300 //g/rnin)  or 

(5- 1 0 ,ig/kg/min) 

May  be  ptelerred 

May  be  preferred 

May  be  preterred 

when  mam  goal  is 

when  paiieni  has 

when  there  is 

lo  increase  lenal 

primarily  tachypnea 

tachypnea  and  dyspnea 

blood  How  and 

and  dyspnea,  peripheral 

(lelt  ventricular 

promole  a diuresis. 

vasoconstriction. 

(tiling  pressure 

bul  palieni  is 

IS  sometimes  combined 

15-20  mmHg),  bul 

olheiwise  comlorlable 

with  dobulamine  when 

patient  has  signs  ot 

wilh  no 

cardiac  output  is  very 

low  cardiac  output 

dyspnea  al  resi 

low  (Cl  < 2 L/min/m') 

(oliguria,  peripheral 

and  has  adequate 

and  left  ventricular 

vasrxionstriclion. 

BP  (systolic  BP 

tilling  pressure  is 

latigue  at  rest) 

> 90  mmHg),  will 

very  high  (>  20  mmHg), 

despite  adequate 

occasionally 

bul  BP  IS  adequate 

systolic  BP  C>  85-90 

lower  BP  by  more 

(systolic  BP  > 90-100 

mmHg ) ; will  usually 

than  10  mmHg 

mmHg),  will  occasionally 

raise  systolic  BP 

lower  BP  by  more 

slightly,  but  not 

than  10  mmHg 

diastolic  BP 

e 

Systolic  BP  < 90  mmHg 


Dopamine 

(3-20  ^/kg/min) 


I 

When  systolic  BP  is  > 90  mmHg, 
add  nitroprusside  10-300  ^/min 


■ 24-48  hrs 


•'Switch  to 


Irtotropic  Agents  • 


Prenalterol  30-50mg  TID 
Pirbulerol  20-30mg  TID 
MDL  17,043  2,-3mg/kg  TID 
Amnnone  2-3  mg/kg  lid 


I Therapy^ — 24-48  hre ' 


Or^The 


Vasodilator  Agents 

Captopril  i2.5-25mg  TID 
Prazosin  3-1  Omg  OID 
Hydralazine  l(X)mg  TID 
Isosorbide  Dimlrate  40-60mg  q 4-6  hrs 


* Patients  are  assumed  to  be  on  therapy  with  cardiac  glycosides  and  loop  diuretics. 

‘Specific  manufacturer's  package  inserts  should  be  consulted  before  prescribing  Many  of  these  agents  are 
currently  available  only  investtgalionally. 


many  cases,  both  drugs  can  be  used  together. 
If  there  is  any  question  of  filling  pressure  and 
volume,  a Swan-Ganz  catheter  should  be  used. 
However,  in  a patient  in  extremis,  one  should 
not  wait  until  invasive  lines  have  been  in- 
serted but  proceed  to  supporting  blood  pres- 
sure with  dopamine  and  add  nitroprusside  for 
pulmonary  edema. 

On  the  discussion  of  current  therapy  for 
heart  failure,  a brief  discussion  of  heart  trans- 
plantation is  in  order.  Up  until  recently  heart 
transplant  had  been  confined  to  only  a few 
centers.  The  initial  surgical  results  were  poor, 
one  reason  being  the  high  rate  of  rejection  of 

tThis  figure  is  reprinted  from:  Cohn  JN.  Treatment  of  heart  failure  in 
perspective:  An  overview  in:  Drug  treatment  of  heart  failure.,  New  York: 
Yorke  Medical  Books,  1983:1-12. 
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the  transplanted  tissue.  With  the  advent,  how- 
ever, of  cyclosporin  A,  this  particular  problem 
appears  to  a certain  extent  to  have  been 
circumvented.  Currently,  properly  chosen  pa- 
tients who  have  undergone  transplantation 
have  an  82  percent  one-year  survival  rate  and 
50  percent  have  a five-year  survival  rate; 
results  similar  to  that  for  patients  with  trans- 
planted cadaver  kidneys.  These  results  com- 
pare favorably  with  the  current  50  percent  one 
year  mortality  with  drug  treatment  in  the 
most  decompensated  patients.^®  The  problem 
is  limited  resources.  At  Stanford  University 
Hospital,  which  currently  has  the  highest  suc- 
cess rate  for  heart  transplantation,  33  percent 
of  its  patients  do  not  survive  the  waiting 
period  involved  to  find  a suitable  heart. 
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Potential  recipients  for  heart  transplanta- 
tion include  those  with  intractable  congestive 
heart  failure  (Class  IV),  with  a poor  prognosis 
for  one  year  survival,  under  age  50,  and  stable 
psychologically.  Contraindications  include 
six  factors:  severe  pulmonary  hypertension, 
parenchymal  pulmonary  disease,  donor-speci- 
fic cytotoxic  antibodies,  active  infection,  in- 
sulin dependent  diabetic,  and  other  survival 
limiting  disease. 

Finally  the  artificial  heart  must  be  briefly 
discussed.  The  basic  system  consists  of  two 
sac-like  polyurethane  pumps  serving  as  ven- 
tricles, each  driven  by  a separate  power  source 
or  pneumatic  power  unit.  Four  pyrolite  carbon 
discs  serve  as  cardiac  valves.  On  December  2, 
1982,  the  prototype  Jarvik-7  model  was  in- 
serted into  Dr.  Barney  Clark  who  lived  for  112 
days.  Since  that  time  the  Humana  Heart  Insti- 
tute has  operated  on  four  additional  patients 
of  whom  two  are  still  living;  one  has  suffered 
from  a severe  stroke.  At  the  present  time  it 
appears  that  with  every  implantation  new 
obstacles  appear,  including  strokes,  hemor- 
rhage, kidney  failure,  and  respiratory  failure. 
It  is  doubtful  that  the  artificial  heart  will  prove 
to  be  a valuable  addition  in  the  long-term 
overall  treatment  of  heart  failure  in  this  coun- 
try. There  has  been  so  much  media  hype  about 
the  artificial  heart  that  one  can  be  misled  to 
believe  that  the  hope  of  the  future  lies  in  this 
advance.  It  is  not  my  belief  that  the  artificial 
heart  will  play  a significant  role  in  the  overall 
treatment  of  congestive  heart  failure  in  the 
1980s. 

It  is  apparent  from  the  above  discussion 
that  much  work  remains  to  be  done  in  the 


treatment  of  advanced  congestive  heart  fail- 
ure. A most  interesting  question  remains  to  be 
answered:  Will  administering  some  of  these 
agents  at  an  earlier  point  in  the  patient’s 
course  forestall  the  development  of  severe 
heart  failure  and  change  the  natural  history  of 
the  disease?  Controlled  studies  are  presently 
looking  into  this  exciting  suggestion. 
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Unlike  urine  and  blood  glucose  tests,  HbAI  c met 
surement  is  not  a momentary  look  at  glucose 
levels,  but  rather  an  indicator  of  the  average  bloo'  > 
glucose  concentration  over  a period  of  time.  Its 
value  is  not  affected  by  brief  fluctuation  in  glucos 
levels,  nor  by  interference  associated  with  the 
measurement  of  total  HbAI . A single  HbAI  c valt 
measured  every  2 to  3 months  serves  as  an  inte- 
grated index  of  blood  glucose  control  and  provide 
an  objective  view  of  diabetic  control  between  ap- 
pointments. This  can  be  especially  useful  wher 
monitoring  diabetics  during  pregnancy,  a time  wf  v 
control  is  most  important  for  the  health  of  both 
mother  and  child. 

The  amount  of  adult  hemoglobin  that  becomes 
glycosylated  to  form  HbAI  c is  directly  related  to ' 3 
average  concentration  of  glucose  in  the  blood.  In 
normal  person,  about  3-6%  of  HbA  is  glycosylate 
in  the  diabetic,  the  percentage  of  HbAI  c may  doi 
ble,  or  even  triple,  depending  upon  the  degree  of 
hyperglycemia.  As  the  blood  sugar  of  a diabetic 
patient  normalizes,  the  HbAI  c value  will  graduall' 
approach  normal  levels,  although  this  will  take 
several  weeks. 

With  the  availability  of  HbAI  c measurements  it  it 
now  possible,  therefore,  to  accurately  and  objec- 
tively monitor  long-term  blood  glucose  control. 

We  would  be  pleased  to  provide  you  with  additio  I 
information  about  this  new  test,  or  any  of  our  ex  i| 
tests  or  profiles. 


THE  PRESENT  STATUS  OF 
ARTERY  SURGERY 


The  coronary  artery  bypass  graft  operation 
(CABG)  is  advised  to  relieve  angina  and/or 
prolong  life.  The  first  question  to  be  asked  is 
who  should  be  referred  for  study  and  consider- 
ation of  surgery  for  ischemic  heart  disease. 

Stable  Angina 

When  angina  is  stable,  the  presence  of  a 
ventricular  gallop,  cardiomegaly  or  mitral 
insufficiency  are  indications  for  hospitaliza- 
tion and  study.  If  the  resting  EGG  shows 
ischemic  changes  or  an  old  myocardial  infarc- 
tion (MI)  the  patient  should  also  be  studied.  If 
stress  testing  with  associated  thallium-201 
scan  is  abnormal  early,  with  abnormal  hemo- 
dynamics and/or  reperfusable  defects  in  the 
anterior  and  septal  regions,  the  patient  should 
have  coronary  visualization.  When  the  stress 
test  is  positive  late  in  exercise,  the  hemody- 
namics are  normal,  and  there  are  only  infero- 
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posterior  reperfusable  defects,  medical  ther- 
apy can  be  undertaken. 

Unstable  Angina 

Unstable  angina  can  be  divided  into  four 
groups:  1)  recent  onset  (less  than  four  weeks), 
2)  crescendo  angina,  ie,  angina  on  effort  in- 
creasing in  frequency,  intensity  and  duration 
with  declining  effectiveness  of  nitrates  and 
rest,  3)  angina  at  rest  and  4)  angina  following 
an  acute  myocardial  infarction.  Aggressive 
medical  therapy  is  indicated,  including  ni- 
trates, beta-blockers,  calcium  channel  antag- 
onists, and  hemodynamic  monitoring  with 
optimal  adjustment  of  the  pre-load  and  after- 
load.  Patients  who  respond  to  medical  man- 
agement should  have  elective  catheterization 
and  a decision  made  for  medical  treatment, 
elective  CABG  operation,  or  elective  percu- 
taneous transluminal  coronary  angioplasty 
(PTCA).  Patients  who  have  persistent  unsta- 
ble angina  should  have  intra-aortic  balloon 
pumping  (lAB)  instituted  for  stabilization  fol- 
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lowed  by  coronary  visualization  and  urgent 
CABG  operation.  Gazes,  who  followed  140 
patients  with  unstable  angina  for  ten  years 
found  that  73  percent  of  the  medical  non- 
responders were  dead  in  five  years. ^ Surgically 
treated  patients  in  this  high  risk  group  have  a 
higher  long-term  survival  and  higher  degree  of 
freedom  from  angina.  Patients  with  unstable 
angina  are  one  of  the  most  compelling  groups 
for  bypass  operation. 

Single-Vessel  Disease 

Critical  obstruction  of  a coronary  artery  is 
defined  as  a decrease  in  cross-sectional  diame- 
ter of  75  percent  or  greater.  When  there  is  an 
isolated  right  (RCA),  circumflex  (CCA),  or  dis- 
tal left  anterior  descending  (LAD)  coronary 
obstruction,  and  the  ejection  fraction  (EF)  is 
normal  (greater  than  50  percent),  the  mortality 
rate  is  about  two  percent  per  year  and  more 
than  90  percent  of  the  patients  are  alive  in  five 
years.  In  this  group,  little  difference  is  noted  in 
mortality  rate  or  relief  of  angina  with  medical 
vs.  surgical  treatment;  operative  treatment  or 
PTCA  is  reserved  for  these  patients  when 
angina  is  refractory  to  medical  management. 

With  isolated  obstruction  of  the  proximal 
LAD,  the  risk  is  higher  than  with  other  types 
of  single-vessel  disease  because  of  the  large 
amount  of  myocardium  at  jeopardy.  Yearly 
mortality  without  surgery  may  be  as  high  as 
five  percent;  a few  of  these  patients  may  go 
into  cardiogenic  shock.  In  proximal  LAD 
lesions,  CABG  operation  or  PTCA  is  indicated. 

Three  Vessel  Disease 

The  mortality  rate  in  patients  with  three- 
vessel  disease  can  be  as  high  as  10  percent  per 
year.  When  there  is  poor  left-ventricular  func- 
tion, the  yearly  mortality  rate  increases.  The 
adverse  effect  of  poor  left  ventricular  perform- 
ance is  greater  in  medically  treated  than  in 
surgically  treated  patients.  Thus,  all  patients 
with  triple- vessel  disease  and  an  ejection  frac- 
tion less  than  50  percent  should  have  CABG 
surgery.  Patients  with  triple-vessel  disease 
with  mild  symptoms  can  be  treated  medically, 
but  many  of  these  patients  will  have  progres- 
sive symptoms  resulting  in  a decision  to  cross 
over  to  surgical  therapy.  In  two-vessel  disease, 
the  treatment  plans  are  similar,  with  a greater 
tendency  toward  medical  therapy  when  symp- 
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toms  are  mild  and  ventricular  function  is 
normal. 

Left  Main  Coronary  Artery  Disease 

Left  main  coronary  artery  obstruction 
(LMCA)  can  result  in  yearly  mortality  rates  of 
more  than  10  percent.  LMCA  disease  is  coxi- 
sidered  a compelling  reason  to  select  surgical 
treatment  as  all  studies  have  demonstrated 
superior  long-term  survival  and  freedom  from 
angina  with  operative  vs.  medical  treatment. 
Patients  with  LMCA  and  right  coronary  artery 
disease  and/or  poor  ventricular  performance 
have  even  greater  reasons  to  support  the 
recommendation  for  operative  treatment. 

Left  Ventricular  Performance 

In  the  past,  poor  left  ventricular  perform- 
ance was  considered  a contraindication  to  the 
CABG  operation.  The  term  ischemic  cardio- 
myopathy coined  by  Burch  implies  a degree  of 
structural  damage  producing  an  unacceptably 
high  operative  mortality  Patients  with  severe 
angina  and  poor  ventricular  function  are  now 
being  operated  on  with  low  mortality.  The  fac- 
tors which  have  led  to  the  present  day  im- 
proved results  are  1)  improved  anesthetic  man- 
agement, 2)  increased  skill  of  the  surgeon,  3) 
more  complete  vascularization,  4)  operative 
preservation  of  the  myocardium  and  5)  the 
intra-aortic  balloon.  Complete  vascularization 
means  CABG  to  all  obstructed  vessels  by 
means  of  an  increased  number  of  grafts. 

Improved  operative  preservation  of  the  myo- 
cardium has  had  a major  impact  in  improving 
surgical  results.  The  use  of  cold  crystalloid  or 
blood  cardioplegic  solutions  has  largely  pre- 
vented the  cellular  necrosis  and  low  cardiac 
output  syndrome  that  followed  the  older  ische- 
mic arrest  technique.  We  began  using  cold 
crystalloid  cardioplegia  in  late  1977  and  more 
recently  cold  blood  cardioplegia  (See  Appendix 
A). 

Discussion 

Angina  remains  the  main  indication  for  the 
CABG  operation.  Age,  sex,  diabetes,  and  poor 
left  ventricular  function  are  no  longer  contrain- 
dications to  operation.  Table  1 lists  most  of  the 
present  day  indications  for  CABG. 

Age  has  been  progressively  abolished  as  a 
contraindication  to  CABG  surgery.  Patients 
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TABLE  1 

Indications  for  Coronary  Artery  Bypass  Grafting 

1.  Stable  angina  wdth  undesirable  life  style 

2.  Unstable  angina  (See  Text) 

3.  Post-infarction  angina 

4.  Angina  with  triple-vessel  obstruction 

5.  Left  main-stem  obstruction 

6.  Proximal  LAD  destruction  before  the  first  sep- 
tal perforator 

7.  Patients  with  compelling  coronary  artery 
obstruction  having  valve  replacement  surgery 

8.  Patients  having  operative  correction  of  left  ven- 
tricular aneurysm  or  ventricular  septal  rupture 
with  compelling  coronary  artery  obstruction 


over  70  tend  to  have  more  frequent  post  opera- 
tive morbidity  and  longer  hospital  stays  but 
the  overall  mortality  rate  in  patients  over  70 
years  of  age  is  within  1 or  2 percent  of  those 
under  70.^’^  This  has  also  been  our  experience; 
more  than  30  percent  of  our  CABG  patients  are 
now  over  70. 

The  operative  and  long-term  mortality  is 
statistically  higher  for  diabetics  as  well  as  the 
incidence  of  wound  problems  and  renal  fail- 
ure.® Diabetics,  however,  can  expect  the  same 
result  in  terms  of  freedom  from  angina. 

Women  have  been  reported  to  have  higher 
surgical  mortality,  a greater  incidence  of  graft 
occlusion  and  more  frequent  recurrent  angina 
following  CABG  compared  to  men.'^  Most  sur- 
geons feel  this  is  due  to  women’s  smaller  coro- 
nary arteries  with  increased  technical  prob- 
lems. When  adjustments  for  size  and  body 
surface  area  are  considered,  female  gender  is 
eliminated  as  a higher  mortality  risk.® 

Completeness  of  revascularization  by  graft- 
ing all  obstructed  vessels  has  improved  post- 
operative freedom  from  angina.®  The  number 
of  grafts  per  patient  has  doubled  in  the  last 
decade.  Patients  with  left  ventricular  failure  or 
ischemic  cardiomyopathy  secondary  to  cor- 
onary artery  disease  have  a very  poor  progno- 
sis with  medical  management  alone.  Brushke 
showed  an  88  percent  mortality  five  years  after 
catheterization.  Yatteau  reported  a 31  percent 
mortality  in  12  months.  “ Other  workers  have 
reported  a five  year  survival  rate  of  10  to  35 
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percent  in  patients  with  ischemic  cardiomy- 
opathy. Older  reports  showed  unacceptably 
high  mortalities  and  unsatisfactory  relief  from 
angina.  The  last  decade  of  aortocoronary 
saphenous  vein  bypass  operations  has  pro- 
duced reports  of  excellent  results  in  patients 
with  ischemic  cardiomyopathy. ^®’^®  These  good 
results  have  paralleled  improvements  in  oper- 
ative techniques.  Our  data  reported  in  Appen- 
dix A confirms  the  fact  that  patients  with  poor 
left  ventricular  function  and  angina  can  under- 
go CABG  with  a low  mortality  and  excellent 
relief  of  angina.  Low  EF  and  high  LVEDP  are 
no  longer  as  important  in  predicting  mortality 
a«  in  the  past. 

Two  groups  have  championed  the  CABG 
operation  for  acute  transmural  infarction  if 
the  operation  can  be  performed  within  six 
hours  of  infarction. 1'’^®  The  treatment  of  acute 
infarction  by  a multidisciplinary  approach 
using  streptokinase  thrombolysis  with  surgery 
or  percutaneous  balloon  angioplasty  is  being 
evaluated  at  present  with  suggested  good 
results.^®  Controversy  regarding  the  best  treat- 
ment remains  and  further  studies  will 
be  required  to  more  fully  evaluate  the  best 
approach  to  the  treatment  of  early  acute  myo- 
cardial infarction. 

Saphenous  vein  patency  has  improved  con- 
siderably as  experience  and  expertise  improve. 
Dipyridamole  (Persantine)  begun  preopera- 
tively  along  with  aspirin  postoperatively  may 
significantly  improve  long  term  graft  patency. 
Patency  rates  of  90  to  80  percent  should  be 
present  at  one  to  five  years  after  operation. 
Graft  kinking  and  anastamotic  strictures  have 
been  all  but  eliminated  with  improved  opera- 
tive skills.  Intimal  fibrous  hyperplasia,  either 
segmental  or  diffuse,  is  probably  seen  in  up  to 
10  percent  of  grafts  but  is  not  progressive.'® 
Progressive  saphenous  vein  graft  atheroscle- 
rosis is  the  most  important  cause  of  graft  fail- 
ure. More  than  40  percent  of  saphenous  vein 
grafts  demonstrate  atherosclerotic  changes  by 
ten  years  after  operation.'®  Patients  with  high 
cholesterol  and  triglyceride  levels  are  more 
prone  to  saphenous  vein  atherosclerosis.^® 
Internal  mammary  grafts  appear  to  be  less 
prone  to  atherosclerosis  than  saphenous  veins 
and  thus  have  a slightly  higher  patency  rate. 
The  internal  meimmary  artery  graft  is  best 
used  for  LAD  bypass;  it  has  not  fared  as  well 
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when  used  for  the  right  or  circumflex  coronary 
arteries. 

The  adequacy  of  blood  flow  in  the  internal 
mammary  artery  graft  remains  in  question  in 
some  circumstances.  We  frequently  utilize  an 
internal  mammary  artery  graft  to  the  LAD, 
but  tend  not  to  in  the  following  instances:  1) 
when  the  internal  mammary  artery  is  smaller 
than  the  coronary  artery,  2)  in  very  small 
patients,  3)  when  the  mammary  artery  flow  is 
less  than  60  ml  per  minute,  4)  when  there  is  left 
mainstem  coronary  artery  or  proximal  LAD 
disease  and  a large  volume  of  myocardium  is 
in  jeopardy,  and  5)  in  emergency  CABG  opera- 
tions when  time  is  of  the  essence. 

Percutaneous  transluminal  coronary  angio- 
plasty (PTCA)  is  an  alternative  to  CABG 
operation,  particularly  in  single  vessel  disease. 
If  PTCA  is  utilized  in  more  than  one  coronary 
artery,  the  result  should  provide  revasculari- 
zation as  complete  as  does  CABG  surgery.  If 
good  judgment  is  used,  approximately  5 to  8 
percent  of  patients  chosen  for  surgery  will 
have  invasive  PTCA  instead. 

No  review  of  invasive  treatment  of  coronary 
artery  disease  would  be  complete  without  ref- 
erence to  the  randomized  trials  which  formally 
compare  medical  and  surgical  therapy.  These 
include  The  Veterans  Administration  Study, 
the  coronary  artery  surgery  study  (CASS),^^ 
The  European  Coronary  artery  surgery  study 
group. An  overview  of  these  studies  suggests 
that  patients  with  mild  stable  angina  and 
patients  asymptomatic  following  MI  can  be 
initially  assigned  to  medical  therapy.  Patients 
with  LMCA  or  proximal  LAD  disease,  triple 
vessel  disease  (especially  with  impaired  ven- 
tricular function)  and  patients  with  severe 
angina  should  be  assigned  to 
surgical  therapy.  Although  such  randomized 
trials  are  the  only  formal  comparison  between 
the  medical  and  surgical  treatment,  it  is  our 
opinion  that  good  informal  studies  have  pro- 
vided more  useful  comparative  information. 
For  example,  conclusions  from  the  CASS  study 
can  be  enigmatic  when  one  realizes  that  the 
following  patients  were  eliminated:  LMCA 
stenosis,  patients  with  ejection  fraction  less 
than  35  percent,  unstable  angina,  stable 
angina  Class  III,  IV  and  V,  and  acute  MI.  The 
patient  reviewed  in  Appendix  A would  have 
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been  totally  eliminated  from  the  CASS  study. 
The  way  the  randomized  trials  were  reported 
in  the  lay  press  is  unfortunate  because  of  the 
actual  difficulty  in  making  definitive  conclu- 
sions from  the  data  and  the  inference  that 
some  patients  have  had  unnecessary  CABG 
surgery.  This  last  may  have  led  to  unfortunate 
decisions  against  operation  by  patients  who 
need  it  the  most. 

With  all  the  pertinent  data  at  hand,  the  deci- 
sion for  or  against  operative  treatment  of 
coronary  artery  disease  must  be  highly  indi- 
vidualized for  each  patient  for  the  best  judg- 
ment to  be  achieved. 

Appendix  A 

We  evaluated  a total  of  1165  consecutive 
patients  we  subjected  to  CABG  surgery  from 
1978  through  1984.  The  hospital  mortality  for 
the  entire  group  was  1.8  percent.  One  hundred 
and  seventeen  patients  (10  percent)  had  an 
ejection  fraction  less  than  35  percent  (mean  24 
percent).  All  patients  were  either  Class  III  (21) 
or  IV  (96).  There  were  95  men  and  22  women 
ranging  in  age  from  28  to  82,  mean  61  years. 
Severe  angina  was  the  dominant  symptom  in 
all.  Unstable  angina  was  present  in  37  percent, 
an  evolving  MI  in  8 percent,  a previous  MI  in 
90  percent,  congestive  heart  failure  in  38  per- 
cent, two-vessel  disease  in  3 percent,  three- 
vessel  disease  in  91  percent,  and  left  mainstem 
coronary  artery  disease  in  22  percent.  Seventy 
patients  (59  percent)  had  left  ventricular  end- 
diastolic  pressure  (LVEDP)  between  20  and  49 
mmHg.  (Normal,  6 to  10  mmHg)  Twenty-eight 
patients  (23  percent)  had  LVEDP  between  14 
and  20  mmHg.,  and  in  19  patients  (18  percent) 
less  than  15  mmHg. 

Standard  techniques  of  extracorporal  circu- 
lation were  utilized.  The  proximal  anasto- 
moses of  the  saphenous  vein  grafts  to  the 
ascending  aorta  are  performed  prior  to  bypass. 
Cardiopulmonary  bypass  is  conducted  with 
an  acellular  electrolyte-glucose  prime  at  body 
temperature  of  25°C.  A short  #15  gauge  needle 
is  placed  in  the  ascending  aorta  and  attached 
to  a separate  system  designed  to  deliver  cardi- 
oplegic  solution  under  controlled  pressures 
and  flows.  The  cardioplegic  preparation  used 
in  most  of  the  cases  was  a crystalloid  alkaline, 
hyperosmotic  solution  containing  KCL  (30 
meq/L)  for  cardiac  arrest,  sodium  bicarbo- 
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nate,  sodium  chloride,  calcium  chloride,  man- 
nitol, and  glucose.^  More  recently  we  have 
begun  to  use  blood  instead  of  crystalloid  car- 
dioplegia via  a solution  having  a hemoglobin 
of  8mg/100  and  20  meq  of  KCl.  We  now 
believe  blood  cardioplegia  is  superior  to  crys- 
talloid cardioplegia.  The  cardioplegia  solution 
is  circulated  through  a separate  system  and 
maintained  at  2-4°C.  The  ascending  aorta  is 
cross-clamped  and  the  cardioplegia  solution 
delivered  to  the  coronary  arteries  and  myo- 
cardium via  the  ascending  aorta.  The  distal 
anastamoses  are  then  performed.  Following 
the  completion  of  each  distal  anastamosis,  the 
cardioplegic  solution  is  given  for  15  to  20 
seconds.  Myocardial  temperature  averages  10° 
to  11°  C.  This  technique  of  delivery  of  cardio- 
plegic solution  assures  progressive  “cardio- 
plegia” of  all  ischemic  myocardium,  even  with 
severe  coronary  obstruction.  By  the  time  the 
last  distal  anastamosis  is  complete  the  body 
temperature  has  been  elevated  to  37°  C.  The 
aorta  is  undamped  and  within  two  minutes  a 
satisfactory  heartbeat  returns.  After  a stabili- 
zation period  of  ten  minutes  bypass  is  discon- 
tinued. The  use  of  this  technique  to  yield  max- 

TABLE  2 

Results  in  1 17  Patients  with  E.F. 

35%  After  CABG  Surgery 

NUMBER 

ANGINA  RELIEF  OF  PATIENTS 


Excellent 

98  (84%) 

Good 

13(11%) 

Poor 

6 (5%) 

C.H.F.  Good 

33  (28%) 

Moderate 

41  (35%) 

None 

43  (37%) 

DEATH  30  DAYS  (4%) 

AGE 

E.F. 

1.  Renal  Failure 

71 

21% 

2.  Sudden 

50 

19% 

3.  Sudden 

74 

25% 

4.  Pulmonary 

78 

22% 

5.  CVA 

81 

30% 

DEATH  30  DAYS  (6%) 

AGE 

TIME 

l.CHF 

71 

3 Mos. 

2.  CVA 

63 

18  Mos. 

3.  Unknown 

71 

22  Mos. 

4.  Unknown 

68 

30  Mos. 

5.  CHF 

78 

38  Mos. 

6.  CHF,  CVA 

77 

60  Mos. 

7.  CHF 

66 

61  Mos. 

TABLE  3 

Long-term  postoperative  improvement  in  105 
survivors  of  CABG  with  poor  left  ventricular 
function 

PRE-OP #PTS.  POST-OP  # PTS. 

Class  III  17  Class  I 5 

Class  II  12 


Class  IV  88  Class  I 4 

Class  II  49 

Class  III  34 

Class  IV  1 

imal  operative  protection  of  the  myocardium  is 
critical  in  achieving  low  mortality  rates  in 
patients  with  poor  left  ventricular  function. 

All  of  the  patients  have  had  careful  follow- 
up either  by  office  visits  or  by  telephone  inter- 
views. The  period  of  follow-up  ranged  from  12 
to  72  months.  There  was  one  death  in  the  oper- 
ating room.  Nine  patients  required  insertion  of 
an  intra-aortic  balloon  pump  (lAB)  prior  to 
operation  and  11  patients  required  the  lAB  to 
be  weaned  from  bypass.  The  average  number 
of  grafts  was  3.8  per  patient.  There  were  4 (3 
percent)  perioperative  myocardial  infarctions. 
Post-operative  inotropic  drug  support  over  10 
hours  was  required  in  21  (18  percent)  patients. 
As  shown  in  Table  2 the  post-operative  relief  of 
angina  was  excellent  in  most  patients.  Some 
patients  had  relief  of  dyspnea  secondary  to 
congestive  heart  failure.  There  were  5 (4  per- 
cent hospital)  deaths;  and  the  cause,  age,  and 
E.F.  is  shown  in  Table  2.  The  sudden  deaths 
were  surmised  to  be  from  congestive  heart 
failure  or  arrhythmia.  There  were  seven  (6  per- 
cent) late  deaths,  mostly  of  cardiac  origin.  Two 
of  these  were  sudden,  presumed  to  be  cardiac. 
All  but  one  of  the  patients  were  improved  by 
one  or  more  New  York  Heart  Association 
classes.  (Table  3)  The  patients  have  been  fol- 
lowed clinically  only  so  there  is  no  data  on 
improvement  in  ventricular  function. 

REFERENCES 

1.  Gazes  PC,  Mobley  EM  Jr,  Faris  HM  Jr,  Duncan  RC,  Humphries  GB. 
Preinfarctional  (unstable)  angina  - a prospective  study  - ten  year  follow-up. 
Circulation.  1973;  48:331-.37, 

2.  Burch  GE,  Giles  Tl),  Colcolough  HE,  Ischemic  cardiomyopathy.  Am 
Heart  J.  1970;  79;291-92. 

3.  Brockman  SK,  Cobanoglu  MA,  Brest  AN.  Cardiac  Surgery,  Philadelphia: 
F A.  Davis,  1981;  93-102. 

4.  Knapp  WS,  Douglas  Jr  Jr,  Graver  JM,  Jones  JI-,  King  SB  HI,  Bone  DK, 
Badford  JM,  Hatcher  CR.  Efficacy  of  coronary  artery  bypass  grafting  in 
elderly  patients  with  coronary  artery  disease.  Am  J Cardiol,  1981 ; 47:92.3-30, 

а.  Gersh  BJ,  Krommal  RA,  Schaff  HV,  Frye  RL,  Ryan  TJ,  Myers  WO, 
Athearn  MW,  Gosselin  Ml),  Kaiser  GC,  Killy  T III.  l^ing  term  (.o-year) 
results  of  coronary  artery  bypass  surgery  in  patients  6.5  years  old  or  older:  a 
report  from  the  coronary  artery  surgery  study.  Circulation.  198.3;  68(Suppl 
H):190-99. 

б.  Salomon  NW,  Page  VS.  Okies  JE,  Stevens  J,  Krause  AH,  Bigelow  JC. 
Diabetes  mellitus  and  coronary  artery  bypass,  short  term  risk  and  long- 
term prognosis.  J Thorac  Cardiovasc  Surg.  1983;  85:264-71. 


Del  Med  Jrl,  May  1986— Vol.  58,  No.  5 


321 


The  Present  Status  of  Coronary  Artery  Surgery — Brockman 


7.  Loop  F'D,  Golding  LR,  MacMillan  JP,  Cosgrove  DM,  Lytle  BW,  Sheldon 
WC.  Coronary  artery  surgery  in  women  compared  with  men:  analysis  of 
risks  and  long-term  results.  J Am  Coll  Cardiol.  1983;  1:383-90. 

8.  Fisher  LD,  Kennedy  JW,  Davis  KB,  Maynard  C,  Fritz  JK,  Kaiser  G,  Myer 
WO,  Participating  CASS  Clinics.  Association  of  sex,  physical  size,  and 
operative  mortality  after  coronary  artery  bypass  in  the  coronary  artery 
surgery  study  (CASS).  J Thorac  Cardiovasc  Surg.  1982;  84:334-41. 

9.  Cukengnan  RA,  Carey  SJ,  Wittig  JM,  Brown  BG.  Influence  of  complete 
revascularization  on  relief  of  angina.  J Thorac  Cardiovasc  Surg.  1980; 
79:188-93. 

10.  Bruschke  AUG,  Proudfit  WL,  Jones  FM  Jr.  Progress  study  of 590  consec- 
utive non-surgical  cases  of  coronary  disease  followed  5-9  years.  I.  arterio- 
graphic  correlations.  Circulation.  1973;  47:1147-53. 

11.  Yatteau  RF,  Peter  RM,  Bahar  VS,  Bartel  AG,  Rosati  RA,  Kong  Y. 
Cardiomyopathy:  the  myopathy  of  coronary  artery  disease.  Am  J Cardiol. 
1974;  34:520-25. 

12.  Wexler  CF,  Boucher  CA,  Dinsmore  RE,  Johnson  RA.  Primary  cardiomy- 
opathy syndrome  due  to  coronary  artery  disease:  a comparison  of  natural 
history.  Circulation.  1976;  54(Suppl  II):79. 

13.  Zubiate  P,  Kay  JH,  Mendex  AM.  Myocardial  revascularization  for  the 
patient  with  drastic  impairment  of  function  of  the  left  ventricle.  J Thorac 
Cardiovasc  Surg.  1977;  73:84-86. 

14.  Solignac  A,  Lesperance  J,  Grodin  P,  Campeau  L.  Aorta-to-coronary 
artery  bypass  operation  for  chronic  intractable  congestive  heart  failure. 
Cand  J Surg.  1974;  17:76-79. 

15.  Faulkner  SC,  Stoney  WS,  Alford  WC,  Thomas  CS,  Burrus  GR,  Frist  RA, 
Page  HL.  Ischemic  cardiomyopathy:  medical  versus  surgical  treatment.  J 
Thorac  Cardiovasc  Surg.  1977;  74:77-82. 

16.  Jones  EL,  Craver  JM,  Kaplan  JA,  King  SB  III,  Douglas  SJS,  Morgan 
EA,  Hatcher  CR.  Criteria  for  operability  and  reduction  of  surgical  mortality 
in  patients  with  severe  left  ventricular  ischemia  and  dysfunction.  Am 
Thorac  Surg.  1978;  25:413-24. 

17.  Dewood  MA,  Spores  J,  Bey  R Jr,  Kendall  RW,  Grunwald  RP,  Selinger  SL, 
Hensley  GR,  Sutherland  KI,  Shields  JP.  Acute  myocardial  infarction:  a 
decade  of  experience  with  surgical  reperfusion  in  701  patients.  Circulation. 
1983;  83(Suppl  H):8-16. 

18.  Phillips  SH,  Kongtahworn  C,  Skinner  JR,  Zeff  RH.  Emergency  coronary 
artery  reperfusion:  a choice  therapy  for  evolving  myocardial  infarction, 
results  in  339  patients.  J Thorac  Cardiovasc  Surg.  1983;  86:679-88. 

19.  Campeau  L,  Engalbert  M,  Bourassa  MG,  Lesperance  J:  Improvement  of 
angina  and  survival  1 to  12  years  after  aortocoronary  bypass  surgery: 
correlations  with  change  in  grafts  and  in  the  native  coronary  circulation. 
Heart  Transplantation.  1984;  3:220-23. 

20.  Palac  RT,  Meadows  WR,  Hwang  MH,  Loeb  HS,  Pifarre  R,  Gunner  RM. 
Risk  factors  related  to  progressive  narrowing  in  aortocoronary  vein  grafts 
studied  1 and  5 years  after  surgery.  Circulation.  1982;  66(Suppl  I):40-44. 

21.  Murphy  ML,  Hultgren  HN,DetreK,ThomsemJ,TakaroT,  Participants 
of  the  Veterans  Administration  Cooperative  Study.  Treatment  of  chronic 
stable  angina:  a preliminary  report  of  survival  data  of  the  randomized 
veterans  administration  cooperative  study.  N Engl  J Med.  1977;  297:621-26. 

22.  CASS  Principle  Investigators  and  their  Associates.  Coronary  artery 
surgery  study  (CASS):  a randomized  trial  of  coronary  artery  bypass 
surgery:  survival  data.  Circulation.  1983;  68:939-78. 

23.  European  Coronary  Surgery  Study  Group.  Long-term  results  of  prospec- 
tive randomized  study  of  coronary  artery  bypass  surgery  in  stable  angina 
pectoris.  Lancet.  1982;  21:1173-80. 


A nursing  center  so  nice, 
it  feels  like  home. 

• skillecd  and  intermediate  care 

• out-patient  physical  therapy 

• in-house  physical,  speech,  and 
occupational  therapy 

• respite  care 

Leader  Nursing 
and  Rehabilitation 
Center 
700  Foulk  Road 
Wilmington 
(302)  764  - 0181 


COMPUTERIZED 
HEARING  AID 
DISPENSING 


• HEARING  EVALUATIONS 

• PURE  TONE  AUDIOMETRY 

• SPEECH  AUDIOMETRY 

• TYMPANOMETRY 

• ELECTRONYSTAGMOGRAPHY  (ENG) 

• AUDIOMETRIC  BRAINSTEM  RESPONSE 
TEST  (ABR) 

• INDUSTRIAL  CONSERVATION  HEARING 
PROGRAM 

• HEARING  AID  DISPENSING 

• SPEECH  AND  LANGUAGE  PATHOLOGY 

• SWIM  EAR  MOLDS 


NEW  CASTLE  . HEARING  • SPEECH  • VESTIBULAR  CENTER 

GOOD  HEARING  FOR  BETTER  LIVING  FOUNDED  IN  1978 


700  North  Clayton  Street  Suite  202  • 621  Delaware  Street 
Wilmington,  Delaware  19805  New  Castle,  Delaware  19720 
Tel.  (302)  658-3891  Tel.  (302)  322-5707 


322 


Del  Med  Jrl,  May  1986— Vol.  58,  No.  5 


ASSESSMENT  OF  CARDIAC  RISK  IN  PATIENTS 
UNDERGOING  ABDOMINAL  AORTIC 
ANEURYSMECTOMY 


J.  Wesley  Clayton,  III,  M.D. 
Richard  Lennihan,  Jr.,  M.D. 
Nabil  F.  Warsal,  M.D. 


Introduction 

Abdominal  aortic  surgery  is  associated  with 
a mortality  rate  of  five  percent.^  Cardio- 
vascular compromise  is  the  major  cause  of 
morbidity  and  mortality  in  this  group;  40  to  70 
percent  of  deaths  after  abdominal  aortic  sur- 
gery are  due  to  myocardial  infarction.^  Preop- 
erative evaluation  of  factors  affecting  the 
development  of  cardiac  complications  or  prob- 
lems is  desirable  to  estimate  probable  opera- 
tive morbidity  and  mortality  when  contem- 
plating surgery  on  the  abdominal  aorta. 

There  are  several  methods  used  to  determine 
which  preoperative  factors  affect  or  predict 
the  development  of  complications  after  major 
surgery.  One  of  the  most  widely  used  tech- 
niques for  such  assessment  is  the  Dripps- 
American  Surgical  Association  Classifica- 
tion.3  As  noted  by  Lewin,  this  classification  is 
of  limited  value  in  predicting  major  postopera- 
tive cardiac  complications. 

Dr.  Clayton  is  a graduate  of  the  surgical  residency  of  The  Medical  Center  of 
Delaware. 

Drs.  Lennihan  and  Warsal  are  surgeons  in  Wilmington,  Delaware  as  well  as 
clinical  assistant  professors  at  Jefferson  Medical  College. 
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Using  multivariant  discriminant  analysis 
Lee  Goldman  has  developed  another  system 
for  preoperative  estimation  of  cardiac  risk 
based  on  history  and  physical  exam,  electro- 
cardiogram, chest  radiograph,  and  routine 
preoperative  labs.^  This  technique,  a multi- 
factorial index  of  cardiac  risk  which  is  non- 
invasive,  may  not  be  useful  for  evaluating 
patients  undergoing  operations  on  the  abdom- 
inal aorta,  even  though  cardiovascular  de- 
compensation is  the  major  cause  of  complica- 
tions in  this  group.  It  has  been  suggested  that 
all  patients  undergoing  abdominal  aortic 
reconstructive  surgery  should  receive  the  bene- 
fit of  pulmonary  artery  catheterization  and 
intraarterial  monitorings.®  Cohen,  et  al  has 
determined  three  classes  of  cardiac  function 
based  on  such  hemodynamic  measures.^  This 
study  compares  the  Goldman  multifactorial 
cardiac  index  to  the  Cohen  myocardial  func- 
tion index  to  assess  which  has  better  utility  in 
identifying  cardiac  risk  in  elective  abdominal 
aortic  aneurysmectomy. 
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Materials  and  Methods 

Thirty  consecutive  white  male  patients  hav- 
ing elective  abdominal  aortic  aneurysm  resec- 
tion were  admitted  to  the  teaching  vascular 
surgical  service  of  The  Medical  Center  of  Del- 
aware between  January  1980  and  January 
1983.  During  this  time,  six  other  patients  also 
required  emergency  resection  because  of  sud- 
den rupture  but  as  the  preoperative  evaluation 
of  these  patients  with  ruptured  aneurysms 
was  brief  and  estimation  of  cardiac  risk  index 
could  not  be  completed,  these  patients  were 
excluded  from  the  study. 

The  30  patients  had  a thorough  history  and 
physical  examination.  Laboratory  analysis 
include  CBC,  serum  electrolytes  and  blood 
chemistry  profiles,  prothrombin  time  (PT) 
partial  thromboplastin  time  (PTT)  platelet 
count,  and  arterial  blood  gas  analysis.  In  addi- 
tion, cardiac  consultation  was  obtained  and 
electrocardiogram  and  chest  radiograph 
obtained.  All  patients  scheduled  for  elective 
resection  had  an  aortogram  done  prior  to 
operation. 

The  above  information  was  then  used  to 
compute  the  cardiac  risk  index  as  described  by 
Goldman.®  A summary  of  the  scoring  system 
and  severity  class  is  reproduced  in  Table  I. 
Based  on  their  scores,  each  patient  was  placed 
into  one  of  four  cardiac  risk  classes.  Class  I 
has  the  lowest  risk  of  developing  cardiac  com- 
plications; Classes  II,  III,  and  IV  have  a step- 
wise increase  in  cardiac  risk.  The  risk  in  Class 
IV  is  such  that  only  surgery  for  life-threaten- 
ing problems  is  recommended. 

In  addition,  18  of  the  30  patients  had  a 
Swan-Ganz  catheter  and  intraarterial  line 
inserted  preoperatively.  Hemodynamic  mea- 
surements included  heart  rate,  mean  arterial 
pressure,  right  atrial  pressure,  mean  pulmo- 
nary artery  pressure,  pulmonary  artery  occlu- 
sion pressure  (wedge  pressure)  and  cardiac 
output.  The  derived  measures  included  cardiac 
index,  stroke  volume,  systemic  vascular  resis- 
tance, and  left  ventricular  stroke  work  index. 
Based  on  the  hemodynamic  studies  of  Cohen'^ 
these  patients  were  classed  into  one  of  three 
groups  of  cardiac  function;  good,  adequate, 
and  poor.  (Table  2)  Thus,  for  these  18  patients 
Goldman  cardiac  risk  index  and  cardiac  func- 


TABLE  I 

Computation  of  Cardiac  Risk  Index  and  Class* 


Factors 

Points 

History 

Age  > 70 

5 

MI  in  previous  6 months 

10 

Physical 

S3  Gallop  or  JVD 

11 

Important  VAS 

3 

EKG 

Rhythm  other  than  sinus  or  PACs 

7 

> 5 PVC’s/m 

7 

General  Status 

p02  < 60  or  pC02  > SOmmHg 
K < 3 or  HCO3  < 20mEq/L 
BUN  > 50  or  CR  > 3mg% 

3 

Abnormal  SGOT  chronic  liver  disease  or 
patient  bedridden  due  to  noncardiac 
conditions 

Operation 

Intraperitoneal  or  intrathoracic  or  aortic 

operation 

3 

Emergency  operation 

4 

TOTAL  POSSIBLE 

53 

Class 

Point  Total 

I 

0-5 

II 

6-12 

III 

13-25 

IV 

JVD:  Jugular  vein  distention 
PVD:  Premature  ventricular  contractions 
PAC;  Premature  atrial  contractions 
VAS:  Valvular  aortic  stenosis 

> 26 

tion  assessment  based  on  hemodynamic  para 
meters  were  both  obtained. 

Once  preoperative  evaluation  was  completed 
abdominal  aortic  resection  and  grafting  was 
undertaken.  In  order  to  control  the  variables  of 
operative  technique,  the  same  attending  sur- 
geon supervised  and  directed  each  case.  Anes- 
thesia and  hemodynamic  flow  sheet  records 
were  maintained.  The  type  of  operation,  its 
duration,  estimated  blood  loss,  and  fluid  and 
blood  replacement  were  recorded.  Post  opera- 
tively, intensive  care  unit  records  and  hospital 
charts  were  reviewed  for  complications  and 
mortality. 

Cardiac  complications  were  subdivided  and 
grouped  as  described  by  Goldman:®  1)  No  car- 

*Reprinted  by  permission:  Adapted  from  NEJM^ 
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TABLE  2 

Cohen’s  Hemodynamic  Parameters* 

Assessment  of 

Measurement  and  Value  Cardiac  Function 

I Good  Cl  > 2.5 
Good  LVSWI  > 40 
Low  SVR  < 1800 

Good 

II  Depressed  Cl  < 2.5 
Good  LVSWI  > 40 
High  SVR  > 1800 

Adequate 

III  Depressed  Cl  < 2.5 
Depressed  LVSWI  < 40 
High  SVR  > 2000 
or 

Low  SVR  < 2000 

Poor 

Cl:  Cardiac  Index  Measurement  in  Liters/min/M^ 
LVSWI:  Left  ventricular  stroke  work  index 
Measurement  in  g*M/M^/beat 
SVR:  Systemic  Vascular  Resistance 
Measurement  in  dynes  s cm'® 


diac  complications,  2)  minor  cardiac  complica- 
tions, 3)  major  cardiac  complications  (post- 
operative pulmonary  edema,  myocardial  in- 
farction and  ventricular  tachycardia). 

Our  data  was  then  reviewed  and  correlated 
and  underwent  statistical  analysis.  (Tables  3, 
4,  5)  The  probability  of  the  association  of  the 
groups  with  the  complications  reported  was 
calculated  by  Chi-square  analysis. 

Results 

The  thirty  patients  who  had  abdominal  aor- 
tic aneurysm  resection  ranged  from  53  to  85 
years  of  age  with  a mean  age  of  68.7  years. 
Eleven  patients  had  vascular  reconstruction 
following  aneurysm  resection  using  straight 
Dacron  Weaveknit  grafts.  The  remaining  19 
patients  underwent  vascular  reconstruction 
using  bifurcation  aorto-bifemoral  Dacron 
grafts.  The  median  length  of  stay  in  the  hospi- 
tal was  13.5  days;  the  shortest  being  nine  days 
and  the  longest,  95  days.  There  were  no  deaths 
among  the  patients  undergoing  elective  resec- 
tion. (Cardiac  arrest  or  cardiac  complications 
were  the  cause  of  death  in  four  of  the  six 
patients  with  ruptured  aneurysms,  not  in- 
cluded in  this  analysis.) 

Cardiac  risk  class  was  determined  for  each 
patient.  The  thirty  patients  from  this  study 
scored  as  follows:  Class  I,  10  patients  (33.3 

*Adapted  from  American  Journal  of  Surgery,  1983;  146:176. 


percent):  Class  II,  12  patients  (40  percent): 
Class  III,  eight  patients  (26.7  percent).  There 
were  no  patients  who  scored  high  enough  to  be 
placed  in  Class  IV.  Three  (30  percent)  of  the 
patients  in  Class  I suffered  cardiac  complica- 
tions. These  included  one  major  cardiac  com- 
plication (acute  myocardial  infarction)  and 
two  minor  cardiac  problems  (non-life-threaten- 
ing arrhythmias).  Of  the  12  Class  II  patients, 
eight  (66.7  percent)  suffered  cardiac  complica- 
tions which  included  three  major  and  five 
minor  cardiac  problems.  Four  patients  (4/8  or 
50  percent)  from  the  Class  III  group  had  one 
major  and  three  minor  cardiac  complications. 

TABLE  3 

Observed  Cardiac  Complication  Versus 
Goldman  Cardiac  Risk  Class 

Goldman 
Cardiac  Risk  Class 

Cardiac  Complications  I II  III 

Major  13  1 

Minor  253 

None  744 

Cardiac  Complication  Rates  30%  66.7%  50% 

Numbers  represent  number  of  patients 

In  this  study  the  greatest  number  of  patients 
with  cardiac  complications  occurred  in  Class 
II  (66.7  percent).  The  next  most  frequent 
number  was  within  Class  III  (50  percent).  The 
least  number  of  cases  with  cardiac  complica- 
tions occurred  in  Class  I patients  (30  percent). 
These  differences  were  not  found  to  be  statisti- 
cally significant.  (P  > .10).  Within  the  entire 
study  sample,  50  percent  (15/30)  of  the  patients 
suffered  either  a major  or  minor  cardiac  com- 
plication. Furthermore,  the  occurrence  of 
major  cardiac  complications  in  Class  I and  III 
patients  was  almost  equal  (Class  1, 1/10  or  10 
percent:  Class  III,  1/8  or  12.6  percent),  while 
the  highest  number  of  patients  with  major 
complications  was  found  in  Class  II.  Table  3 
shows  the  distribution  of  patients  in  each  car- 
diac risk  class  compared  to  the  occurrence  of 
major  and  minor  cardiac  complications.  Al- 
though the  Goldman  system  is  far  more  objec- 
tive than  the  vague,  poorly  defined  Dripps 
A.S.A.  categories,  it  is  not  an  accurate  enough 
predictor  of  cardiac  problems  in  our  group  of 
patients. 
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TABLE  4 

Observed  Cardiac  Complication  Versus  Cohen 
Rating  of  Myocardial  Function 
Cohen 

Myocardial  Function 
Cardiac  Complications  Good  Adequate 

Major  0 4 

Minor  7 0 

None  7 0 

Number  of  patients  with/ without  cardiac  complications 


Eighteen  of  the  patients  studied  had  Swan- 
Ganz  pulmonary  artery  catheters  inserted  and 
all  18  patients  had  myocardial  performance 
rated  after  preoperative  hemodynamic  mea- 
surements were  determined.  The  majority  of 
these  patients  14/18  (78  percent)  had  a “good” 
(Cohen)  cardiac  function.  Half  of  these  pa- 
tients (7/14)  suffered  minor  cardiac  complica- 
tions, the  remaining  half  (7/14)  had  no  cardiac 
problems.  There  were  four  patients  4/18  (22 
percent)  whose  cardiac  performance  was 
graded  as  only  “adequate.”  Major  cardiac 
complications  occurred  in  all  four  of  these 
patients,  including  acute  myocardial  infarc- 
tion, life  threatening  pulmonary  edema,  and 
life  threatening  brady-tachyarrhythmias 
which  required  a pacemaker.  The  cardiac  com- 
plications compared  to  Cohen  classification  of 
myocardial  function  are  shown  in  Table  4.  We 
found  that  an  “adquate”  rating  of  myocardial 
function  was  a significant  predictor  (P  < .005) 
of  major  postoperative  cardiac  complications. 
A “good”  rating  was  a significant  predictor  (P 
.005)  of  none  or  non-major  cardiac  compli- 
cations. Preoperative  hemodynamic  measure- 
ments were  thus  extremely  useful  determining 
risk  assessment  and  cardiac  function  in  this 
group  of  patients. 

In  addition,  we  correlated  Cohen  myocar- 
dial function  with  the  Goldman  cardiac  risk 
classes  in  those  patients  who  had  both.  A very 
poor  correlation  was  noted.  (Table  5)  There 
was  almost  an  equal  number  of  patients  with 
“good”  cardiac  function  distributed  in  each  of 
the  three  classes  (P  > 0.10).  There  were  five 
patients  in  Goldman  cardiac  risk  Class  I who 
had  “good”  cardiac  function.  In  addition,  four 
of  the  Class  II  Goldman  risk  patients  and  five 
of  the  Class  III  patients  also  had  “good”  car- 
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diac  performance.  On  the  other  hand,  those 
patients  with  an  “adequate”  cardiac  function 
were  found  only  in  the  Class  I and  Class  II 
categories.  No  patients  with  an  “adequate” 
cardiac  performance  were  found  in  Class  III 

TABLE  5 

Goldman  Risk  Class  versus  Cohen  Rating  of 
Myocardial  Function 

Cohen 

Goldman  Myocardial  Function 

Cardiac  Risk  Class  Good  Adequate 

I 5 1 

II  4 3 

III  5 0 

Numbers  represent  number  of  patients. 

although  this  group  should  include  the  great- 
est number  of  patients  developing  cardiac 
complications. 

Discussion 

Invasive  techniques  are  used  more  and  more 
frequently  as  an  aid  in  treating  the  seriously 
ill  patient.  Hemodynamic  evaluation  and  mon- 
itoring with  Swan-Ganz  pulmonary  artery 
catheters  and  arterial  lines  have  become  com- 
monplace in  most  intensive  care  units.  Inter- 
est in  these  techniques  has  particularly  in- 
creased in  the  area  of  elective  vascular  proce- 
dures especially  those  that  carry  a high  risk  of 
cardiac  complications.  Grindlinger  reported 
on  the  use  of  hemodynamic  monitoring  of  pa- 
tients undergoing  elective  abdominal  aortic 
aneurysm  resection.^  He  reiterated  the  three  to 
eight  percent  mortality  rate  still  encountered 
after  elective  aneurysm  repair  of  which  the 
major  complication  leading  to  morbidity  and 
mortality  is  cardiac  decompensation.  For  this 
reason,  preoperative  testing  and  evaluation 
has  become  essential  to  identify  patients  with 
high  cardiac  risk  who  need  to  undergo  abdom- 
inal aortic  surgery. 

The  Goldman  cardiac  risk  index  is  one  such 
method.  This  multifactorial  assessment  seems 
useful  for  most  cases  but  with  our  patients 
having  abdominal  aortic  surgery  risk  assess- 
ment based  on  such  evaluations  is  not  suffi- 
cient. These  patients  need  a more  accurate 
determination  of  cardiac  function.  Hemody- 
namic monitoring  and  measurements  with 
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the  Swan-Ganz  pulmonary  artery  catheter  is 
another  method  and  proved  to  be  very  signifi- 
cant in  our  study  group. 

Swan-Ganz  insertion  is,  however,  an  inva- 
sive technique.  A nonin  vasive  method  of  accu- 
rate cardiac  risk  evaluation  is  more  desirable. 
Recently,  Boucher  reported  on  determination 
of  cardiac  risk  by  dipyridamole-thallium 
imaging  before  peripheral  vascular  surgery. 
Patients  with  redistribution  dipyridamole- 
thallium  scans  were  at  high  risk  of  suffering 
myocardial  ischemic  events  postoperatively. 

Grindlinger  also  reports  on  volume  loading 
in  patients  undergoing  abdominal  aneurysm 
resection.^  There  is  no  question  that  hemody- 
namic monitoring  is  useful  in  aortic  surgery 
preventing  volume  shifts,  managing  hyper- 
tensive and  hypotensive  crises  and  control- 
ling abnormal  fluctuations  in  preload  and 
afterload.9  Although  our  study  has  not  shown 
that  the  use  of  pulmonary  artery  catheters  and 
hemodynamic  monitoring  reduce  operative 
risk,  it  has  demonstrated  the  benefit  of  hemo- 
dynamic monitoring  for  both  patient  man- 
agement and  risk  assessment. 

Goldman  recommends  hemodynamic  moni- 
toring for  patients  in  Class  IV  on  his  multifac- 
torial risk  index,  or  those  in  the  Class  III  group 
who  have  evidence  of  substantial  heart  fail- 
ure, aortic  stenosis,  or  a recent  myocardial 
infarction.®  Such  monitoring  may  also  be 
recommended  routinely  for  patients  under- 
going procedures  such  as  abdominal  aortic 
aneurysm  resection.  This  study  supports  that 
philosophy. 

Summary 

Cardiovascular  compromise  is  the  major 
complication  of  abdominal  aortic  aneury- 
smectomy. Preoperative  testing  and  evalua- 
tion is  essential  to  assess  cardiac  function  and 
risk.  There  are  several  methods  which  utilize 
traditional  preoperative  noninvasive  factors 
to  determine  cardiac  risk  such  as  the  Goldman 
multifactorial  cardiac  risk  index.  This  method 
may  be  helpful  for  most  surgical  cases,  but  it 
does  not  provide  an  accurate  assessment  of 
cardiac  function  in  patients  undergoing 
aneurysmectomy.  On  the  other  hand,  hemo- 
dynamic monitoring  and  measurements  are 
not  only  useful  in  volume  management,  but 
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also  provide  information  concerning  cardiac 
function  and  risk  assessment. 

We  conclude  that  all  patients  undergoing 
abdominal  aneurysmectomy  should  receive 
the  benefit  of  pulmonary  artery  catheteriza- 
tion and  hemodynamic  monitoring.  Further- 
more, every  effort  should  be  made  to  have  an 
accurate  assessment  of  cardiac  function  in 
these  patients.  Whether  this  is  best  achieved 
with  preoperative  hemodynamic  measure- 
ments or  such  tests  as  dipyridamole-thallium 
imaging  still  needs  to  be  clarified. 
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MEDICAL  GRAND  ROUNDS:  SIX  CARDIAC 
PATIENTS  FROM  AN  OUTPATIENT  CLINIC 


William  J.  Vandervort,  M.D. 


The  patients  were  seen  and  followed  at  the 
VA  Outpatient  Clinic,  Honolulu,  over  a four 
year  period.  The  essential  clinical  information 
is  presented  first  and  then  the  critical  diagnos- 
tic information  or  pathophysiology. 

Case  1 

Mr.  H.D.,  a 59  year  old,  5'5",  Hawaiian  male, 
has  been  obese  since  his  teens.  He  has  no  fam- 
ily history  of  heart  disease,  hypertension,  dia- 
betes, alcohol  excess,  rheumatic  fever,  or 
thyroid  disease.  He  became  ill  in  June,  1976, 
with  respiratory  distress,  mild  temperature, 
and  fatigue,  and  was  admitted  to  Queen’s 
Medical  Center.  His  weight  was  293  pounds, 
blood  pressure  was  132/90,  pulse  sporadically 
irregular  at  110,  oral  temperature  100°.  He  had 

Dr.  Vandervort,  a past  president  of  the  Medical  Society  of  Delaware,  is 
presently  director  of  a Veteran's  Administration  Clinic  in  Honolulu, 
Hawaii.  This  paper  is  adapted  from  a Grand  Rounds  Dr.  Vandervort  pre- 
sented to  the  department  of  medicine  of  the  University  of  Hawaii  Medical 
School  where  he  is  professor  of  medicine. 
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basilar  rales  and  pitting  leg  edema. 

His  EKG  showed  atrial  fibrillation.  Chest 
x-ray  showed  pulmonary  infiltrates  suggest- 
ing pneumonia,  signs  of  congestive  heart  fail- 
ure, and  cardiomegaly.  He  was  treated  with 
digitalis,  diuretics,  oxygen,  and  antibiotics, 
and  discharged  after  one  month  with  diag- 
noses of  pneumonia,  congestive  heart  failure, 
and  atrial  fibrillation.  He  was  followed  in  the 
outpatient  clinic  over  the  next  few  years.  Four 
years  later  he  weighed  246  pounds,  his  blood 
pressure  was  110/86,  his  pulse  irregular  at  88, 
and  his  lungs  clear.  In  1981,  one  year  later,  he 
weighed  265  pounds,  his  blood  pressure  was 
150/80,  the  rate  of  his  atrial  fibrillation  was  92, 
and  he  had  1-t-  edema.  In  1982,  he  weighed  263 
pounds,  and  had  developed  an  S3.  In  January 
1983,  the  patient  was  admitted  to  Tripler  Army 
Medical  Center  with  pulmonary  edema.  His 
heart  rate  at  that  time  was  100  and  irregular; 
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his  blood  pressure,  110/60.  There  was  a 2/6 
systolic  ejection  murmur  which  did  not  radiate 
along  the  left  sternal  border;  no  diastolic 
murmur  was  heard.  His  EKG  again  showed 
atrial  fibrillation.  Chest  roentgenogram 
revealed  splaying  of  the  left  main  stem  bron- 
chus, signs  of  congestive  heart  failure,  and 
cardiomegaly.  The  patient  rapidly  responded 
to  bed  rest,  diuretics,  and  oxygen,  and  was 
discharged  to  the  clinic. 

One  month  later,  M mode  and  2D  echocar- 
diography were  performed  which  revealed  the 
classic  findings  of  mitral  stenosis.  Catheteri- 
zation studies  demonstrated  normal  coronary 
arteries,  right  ventricular  and  left  atrial  en- 
largement, and  pulmonary  hypertension.  No 
mitral  calcification  was  seen.  The  patient  was 
referred  to  the  VA  Medical  Center  in  Palo  Alto 
where  a 33  mm  Carpentier-Edwards  porcine 
mitral  valve  was  implanted.  Since  surgery,  his 
clinical  situation  is  greatly  improved. 

Discussion 

Silent  mitral  stenosis  is  a well  recognized 
clinical  entity,  but  may  be  misinterpreted  as 
cardiomyopathy,  as  in  this  patient.^  Ten  exam- 
iners knowing  his  echocardiography  and  cath- 
eterization reports  heard  no  diastolic  murmur. 
John  Kirklin  states  that  “in  the  late  stages  of 
mitral  stenosis  with  significant  decrease  in 
cardiac  output  and  diastolic  flow  across  the 
mitral  valve,  the  murmur  may  diminish  or 
even  disappear. The  normal  mitral  orifice 
is  four  to  six  sq.  cm.^  Serious  stenosis  occurs 
when  the  orifice  is  less  than  one  sq.  cm. 

Case  2 

Mr.  J.W.  is  a 65  year  old  male.  His  father 
died  of  cancer  of  the  jaw;  his  mother  died  at 
age  30  following  gallbladder  surgery;  one  bro- 
ther died  at  age  53  of  alcoholism;  another 
brother  died  from  cardiac  disease  at  age  73. 
The  patient  has  no  past  history  of  rheumatic 
fever,  pneumonia,  tuberculosis,  diabetes, 
hypercholesterolemia,  or  alcohol  excess.  He 
stopped  smoking  in  1943,  and  has  had  mild 
hypertension  and  gout  for  several  years.  He 
had  a quadruple  coronary  bypass  in  December 
1976  because  of  an  inferior  myocardial  infarc- 
tion and  angina. 

Beginning  in  1979,  the  patient  suffered 
“graying  out  spells”  as  often  as  once  per  week. 
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His  legs  would  “get  like  jelly,”  and  he  had 
spells  of  weakness  lasting  moments  to  15  min- 
utes, and  “dizzy  spells”  but  no  drop  attacks 
and  no  loss  of  consciousness.  An  EEG  sug- 
gested spike  and  sharp  wave  discharge  in  the 
left  temporal  lobe.  The  neurologist  added  phe- 
nytoin  and  aspirin,  1500  mg,  daily  to  his  pro- 
panolol,  40  mg  BID,  isosorbide  dinitrate,  20 
mg  Q 6 hours,  hydrochlorothiazide,  50  mg 
daily,  potassium,  20  mEq  daily,  and  probe- 
necid, 500  mg  BID.  Reevaluation  by  a neurol- 
ogist in  1982  showed  a well  developed,  well 
nourished  patient,  with  full  carotid  pulses 
without  bruits,  intact  cranial  nerves,  2+  deep 
tendon  reflexes,  normal  gait,  and  diminished 
vibratory  sensation  in  the  lower  extremities. 
B-12  level  was  normal  as  was  repeat  EEG.  TIA 
was  considered  the  most  likely  diagnosis. 

In  September  1984,  the  patient  experienced 
his  first  episode  of  syncope  from  which  he 
awoke  lying  in  the  street  with  a bloody  nose; 
no  incontinence  occurred.  He  was  admitted  to 
Tripler  Army  Medical  Center.  His  weight  was 
204  pounds,  blood  pressure  was  142/94.  Atrial 
fibrillation,  a new  finding,  was  present  at  a 
rate  of  50-70.  No  S3  nor  gallop  were  heard.  His 
lungs  were  clear;  he  had  normal  pulses  and  no 
edema.  EKG  showed  auricular  fibrillation  and 
evidence  of  prior  inferior  myocardial  infarc- 
tion. Chest  x-ray  was  within  normal  limits. 
CBC,  urinalysis,  and  blood  chemistries  were 
all  within  normal  limits  except  for  triglyc- 
erides of  361  mg  percent.  A stress  test  was 
stopped  at  10  minutes  because  of  fatigue  and 
ST  segment  depression  of  four  mm  with  a 
heart  rate  of  166.  Thallium  scan  showed  a 
fixed  inferior  defect.  Echocardiogram  demon- 
strated mild  left  ventricular  dysfunction.  Hot- 
ter monitoring  for  24  hours  showed  heart  rate 
to  vary  from  51  to  151  with  an  average  rate  of 
84.  There  were  1501  ventricular  ectopic  beats, 
an  average  of  62.5  per  hour.  These  included 
1351  singles  and  44  bigeminal  beats.  One  four 
beat  run  of  bigeminal  ventricular  tachycardia 
was  seen.  Ectopy  was  79  per  hour,  mostly 
singles.  Auricular  fibrillation  was  present 
throughout.  Cardiac  catheterization  revealed 
no  new  information. 

The  cause  of  the  syncope  was  considered  to 
be  ventricular  tachycardia  and  the  patient 
was  referred  for  electrophysiologic  testing 
by  Dr.  Alan  Schwartz,  VAMC  Martinez, 
California. 
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Dr.  Schwartz’  electrophysiologic  study,  how- 
ever, showed  no  evidence  of  inducible  ventric- 
ular tachycardia.  As  a result,  the  patient’s 
diagnosis  was  changed  to  carotid  sinus  hyper- 
sensitivity with  bradycardia  and  vasodepres- 
sor responses.  His  symptoms  were  reproduced 
by  five  second  carotid  massage  at  which  time 
his  blood  pressure  dropped  30  mm  with  ven- 
tricular pauses  up  to  ten  seconds,  once  with 
syncope.  A permanent  pacer  was  implanted 
which  prevented  syncope  with  carotid  mas- 
sage. The  patient  has  been  asymptomatic  for 
more  than  eleven  months  following  implanta- 
tion of  the  pacemaker. 

Discussion 

Braunwald’s  text  on  heart  disease  lists  28 
major  causes  of  syncope.®  As  many  patients 
have  minor  rhythm  disturbances,  and  tran- 
sient ischemic  attacks  are  frequent,  the  carotid 
sinus  syndrome  first  described  by  Roskam  in 
1983  may  be  overlooked.  Most  patients  are 
over  50  and  have  either  arterosclerotic  heart 
disease  or  hypertensive  cardiovascular  dis- 
ease. A three  second  asystole  occurring  after  a 
five  second  carotid  massage  is  diagnostic. 
Dehn  et  al  who  studied  ten  patients  with  the 
syndrome  and  16  controls  and  felt  the  change 
in  cycle  length  is  a more  accurate  means  of 
diagnosis  (3.61  msec.  vs.  11.64  msec.)®  In  our 
patient,  his  four  beats  of  ventricular  tachy- 
cardia on  his  Holter  were  misleading.  Olshan- 
sky, et  al,  comments  on  the  significance  of 
inducible  tachycardia  in  patients  with  syn- 
cope.^ Sixty-five  percent  of  their  syncope  pa- 
tients did  not  have  inducible  tachycardia. 

Case  3 

M.H.,  a 24  year  old  male,  became  ill  abruptly 
on  March  27,  1981  with  pleuritic  chest  pain 
and  a sensation  like  “someone  standing  on  my 
chest.”  He  complained  of  cold  sores  in  his 
mouth.  He  was  admitted  to  Tripler  Army  Med- 
ical Center,  his  physical  exam  was  within 
normal  limits.  His  sedimentation  rate  was 
21,  CPK  was  elevated  to  490;®  VDRL,  ANA, 
RF,  PPD,  and  echocardiograms  were  within 
normal  limits.  The  diagnosis  was  considered 
acute  pericarditis  of  unknown  cause  and 
for  which  the  patient  was  treated  with 
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indomethacin. 

He  was  re-admitted  one  week  later  with 
ulcerations  of  his  buccal  mucosa,  scrotum,  and 
back,  and  with  an  enlarged  right  axillary 
node.  His  vital  signs  were  unchanged.  Biopsy 
of  the  lesions  on  his  back  showed  “acute  peri- 
vascular changes  and  subcorneal  pustules 
with  abscess  formation.”  The  lymph  node 
showed  “nonspecific  inflammation.”  The  pa- 
tient was  again  treated  with  indomethacin 
and  improved. 

Two  months  later,  he  developed  chorioreti- 
nitis. HLA-B27,  HLA-B5  assays,  pelvic  and 
spinal  x-rays  were  all  negative.  Seven  months 
later  chest  pain  again  required  re-admission; 
he  was  treated  with  ibuprofen  and  later  with 
prednisone.  C-reactive  protein  was  positive, 
complement  was  normal,  ASLO  was  170  Todd 
units,  and  cryoglobulins  were  negative.  Pro- 
tein electrophoresis  showed  a slight  increase 
in  B fraction  and  an  increase  in  polyclonal 
gamma  globulin  with  normal  albumin. 

When  prednisone  was  tapered,  the  patient’s 
temperature  increased  to  104°,  and  he  had 
chills  and  pleuritic  chest  pain,  mainly  sub- 
sternal.  Arthralgias  of  the  shoulder,  knees, 
and  ankles  developed,  and  ulcerations  of  the 
mouth,  genitals,  and  left  foot  which  again 
responded  to  indomethacin. 

Cardiac  catheterization  revealed  a subacute 
pericardial  constriction.  The  patient  was  re- 
ferred to  Walter  Reed  Hospital  where  surgery 
was  not  recommended  and  where  he  was 
treated  with  colchicine  with  good  response. 
His  final  diagnosis  was  Behcet’s  disease;  Reit- 
er’s syndrome,  inflammatory  bowel  disease, 
and  erythema  multiforma  were  felt  to  have 
been  excluded. 

Discussion 

Dr.  Behcet  described  the  triad  of  oral  ulcers, 
genital  ulcers,  and  ocular  lesions  in  1937.  The 
neurologic  involvement,  vascular  complica- 
tions, and  impaired  blood  fibrinolysis  were 
mentioned  by  Hutchison  who  emphasized  the 
importance  of  considering  fibrolytic 
enhancing  agents  in  the  treatment  of  Behcet’s 
syndrome.^ 

Case  4 

M.P.,  24  years  old,  had  asthma  treated  with 
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sustained  action  theophylline  for  several  years. 
Her  family  history  was  negative  for  heart  dis- 
ease. She  recently  developed  sharp  chest  pains 
associated  with  numbness  of  the  left  arm, 
dyspnea,  “weak  spells,”  and  palpitations  for 
which  she  was  evaluated  in  the  clinic  in 
November  1982,  where  she  appeared  slender 
but  healthy.  Her  blood  pressure  was  110/70; 
her  pulse  regular  at  80/min.  There  was  a 1/6 
systolic  ejection  murmur  at  the  left  sternal 
border.  EKG  showed  sinus  rhythm  with  sinus 
arrhythmia  and  an  occasional  premature  auri- 
cular beat.  Her  chest  pain  increased  with 
inspiration  and  was  improved  by  holding  the 
left  chest. 

She  was  admitted  to  Tripler  Army  Medical 
Center  six  months  later,  in  May  1983,  because 
of  a dull  ache  in  her  left  chest  not  affected  by 
exertion,  “weak  spells,”  and  a pulse  rate  that 
varied  from  38-80.  Again,  she  appeared 
healthy.  Her  blood  pressure  and  pulse  were 
normal.  There  was  a short,  blowing  systolic 
ejection  murmur  near  the  apex  with  no  radia- 
tion, and  a mid-systolic  click.  The  murmur 
increased  as  she  moved  from  the  squatting 
position  to  standing.  Routine  lab  work  was  all 
within  normal  limits.  Echocardiography  (2D) 
showed  a holosystolic  prolapse  of  the  anterior 
and  posterior  leaflets  of  her  mitral  valve. 

Discussion 

Perlof  described  the  typical  person  with 
mitral  valve  prolapse  as  young,  prone  to  palpi- 
tations and  atypical  chest  pain,  with  slight 
pectus  excavatum  or  slight  scoliosis. Reen- 
trant supraventricular  tachycardia  is  the  most 
frequent  arrhythmia,  with  a rare  patient  hav- 
ing pre-excitation.  Braunwald  mentions  that 
prolapse  may  be  in  mid  or  late  systole  but  also 
holosystolic.^^  In  my  experience  the  mid  sys- 
tolic click  and  typical  echocardiographic 
features  have  been  of  objective  assistance 
in  separating  this  group  of  patients  from  those 
with  cardiac  neurosis.  Recognition  of  the 
syndrome  does  not  exclude  other  cardiac 
diagnoses. 

Case  5 

R.K.  is  a 38  year  old  Hawaiian  male.  While 
in  the  Air  Force  in  Texas  in  1974,  he  commonly 
ran  four  to  six  miles  per  day.  In  April  1974,  he 
began  to  notice  fatigue  and  dyspnea  with 
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exertion.  In  November  1974,  he  was  admitted 
to  the  Air  Force  Hospital  because  of  progres- 
sion of  his  symptoms.  His  family  history  and 
past  history  were  negative.  He  had  no  past 
history  of  rheumatic  fever,  drug  abuse,  excess 
alcohol  consumption  or  smoking. 

Physical  examination  revealed  a well  devel- 
oped, well  nourished,  5T0",  male  who  weighed 
188  pounds.  His  blood  pressure  was  160/60, 
his  pulse  was  regular  at  90  per  minute.  There 
was  a diastolic  murmur  along  the  left  sternum 
and  basilar  rales.  The  diagnosis  was  acquired 
valvular  heart  disease  of  unknown  cause  man- 
ifested by  aortic  insufficiency.  A Bjork-Shiley 
tilting  disc  aortic  prosthesis  was  put  in  place 
in  November  1974.  A perivalvular  leak  neces- 
sitated a repeat  operation  later  the  same  month 
with  replacement  of  the  valve. 

This  patient  was  first  seen  in  our  clinic  in 
December  1975,  with  HAA  positive  hepatitis. 
In  October  1981,  he  was  treated  at  Tripler 
Army  Medical  Center  for  possible  bacterial 
endocarditis  accompanying  a sinusitis.  On 
this  admission,  moderate  left  ventricular  dys- 
function was  noted  by  cardiac  catheterization 
and  echocardiography.  A 3/6  systolic  ejection 
murmur  radiating  into  the  carotid  and  2/6 
diastolic  murmur  along  the  left  sternal  border 
were  heard.  The  patient  remained  on  thera- 
peutic levels  of  warfarin  (Coumadin,  Du  Pont). 
He  underwent  a third  aortic  valve  replacement 
in  May,  1984  because  of  residual  changes  to 
the  valve  area  of  the  endocarditis. 

In  June  1984,  the  patient  experienced  head- 
ache, confusion,  transient  right-sided  weak- 
ness, memory  loss,  and  speech  difficulties. 
Many  of  these  symptoms,  which  were  felt  to 
represent  an  embolic  event,  resolved  during 
his  hospital  stay.  The  patient  is  now  receiving 
warfarin  (Coumadin,  Du  Pont)  digoxin,  po- 
tassium, hydrochlorothiazide  and  clonidine 
hydrochloride  (Catapres,  Boehringer  Ingel- 
heim).  His  wife  is  pregnant  with  their  seventh 
child;  he  receives  a 100  percent  veteran’s  dis- 
ability pension. 

Discussion 

The  devastating  effect  of  his  valvular  heart 
disease  on  this  man  is  apparent.  The  etiology 
of  his  aortic  insufficiency  remains  unclear. 
Braunwald’s  text  on  heart  disease  lists  13 
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known  causes.^^  Rheumatic  fever  and  syphilis 
were  once  common.  Connective  tissue  disease 
(Marfan’s;  Ehlers-Danlos),  anatomic  abnor- 
malities (bicuspid  valve,  ventricular  septal 
defect),  ankylosing  spondylitis,  Reiter’s  Syn- 
drome, rheumatoid  arthritis,  lupus  erythema- 
tosis,  aortic  dissection,  bacterial  endocarditis, 
trauma,  Whipple’s  disease,  and  fenestration  of 
the  valve  are  all  listed.  Myxomatous  change  is 
to  be  of  increasing  interest  and  importance 
and  recent  articles  by  Goldstein  and  Rahem- 
toola  suggest  it  may  now  be  the  most  common 
cause  of  aortic  insufficiency. The  patient’s 
HLA  B27  was  negative  and  I consider  him  to 
be  in  the  myxomatous  group  described  by 
Goldstein  and  Rahemtoola.^^ 

Case  6 

J.B.  is  a 36  year  old  male  with  a family 
history  of  hypertension.  In  1976  he  had  a left 
inguinal  herniorrhaphy  at  Tripler  Army  Med- 
ical Center  at  which  time  his  CBC,  VDRL, 
urinalysis,  and  chest  x-ray  were  normal. 

In  February  1978  during  a visit  to  our  clinic 
he  described  retrosternal  pain  that  increased 
with  inspiration  on  several  occasions  over  the 
last  three  years.  His  weight  was  180  pounds; 
his  blood  pressure,  130/80.  The  remainder  of 
his  physical  exam  and  his  chest  x-ray  were 
within  normal  limits.  His  diagnosis  was  con- 
sidered pleuritis  of  unknown  cause. 

Three  years  later,  he  was  admitted  to  a pii- 
vate  hospital  for  substernal  pain  which  devel- 
oped while  he  was  seated  at  work.  He  had  had 
four  similar  episodes  over  the  preceding  four 
months.  Chest  x-ray,  and  EKG  and  a stress 
test  were  normal.  Hematology  and  blood  chem- 
istries were  within  normal  limits.  A GI  series 
suggested  a duodenal  ulcer;  endoscopy  sug- 
gested esophagitis. 

A week  after  discharge  he  was  re-admitted 
with  severe  RUQ  pain.  His  liver  had  enlarged 
to  10  cms  below  the  costal  margin  with  no 
spleen  felt.  Isotopic  scan  showed  a diffusely 
enlarged  liver.  CT  scan  revealed  a thickened 
gallbladder  wall  and  a normal  pancreas. 
Alkaline  phosphatase  was  elevated  to  547  and 
SCOT  to  22IU.  A liver  biopsy,  done  to  rule  out 
lymphoma  or  infection,  revealed  passive 
congestion. 

In  February,  1981,  cardiomegaly  was  noted 
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with  pericardial  tamponade.  Pericardiocente- 
sis removed  1000  cc  of  serosanguinous  fluid. 
AFB  and  fungal  studies  were  negative.  The 
diagnosis  was  considered  acute  and  chronic 
pericarditis. 

In  July,  1981,  he  was  admitted  to  Tripler 
Army  Medical  Center  with  dull,  crushing  chest 
pain  of  the  left  anterior  chest  which  decreased 
when  he  sat  up  and  showed  no  change  with 
exertion  or  after  nitroglycerin. 

He  was  well  developed,  well  nourished,  and 
his  vital  signs  were  normal.  Si  and  S2  were 
normal,  no  S3,  or  S4,  murmurs,  gallops,  or 
rales  were  heard.  Chest  x-ray,  EKG,  and  echo- 
cardiography were  all  within  normal  limits. 
DNA  was  negative,  ANA  was  1:640  with  a 
solid  pattern.  He  was  treated  with  indocin  and 
ibuprofen  (Motrin,  Upjohn)  and  symptoms 
subsided.  His  diagnosis  now  became  evident 
as  lupus  erythematosus  with  pericarditis.  He 
has  since  developed  arthralgias,  rash  and 
fatigue  which  has  improved  with  prednisone 
and  azathioprine  (Imuran,  Burroughs  Well- 
come) therapy. 

Discussion 

Pericardial  disease  may  be  caused  by  tuber- 
culosis, bacteria,  fungi,  viruses,  amoebae, 
rheumatic  fever,  uremia,  neoplasm,  periarteri- 
tis nodosa,  rheumatoid  arthritis,  familial 
Mediterranean  fever,  and  lupus  erythematosis 
(LE).^^  In  two  series  of  patients  with  lupus, 
pericarditis  was  listed  as  a significant  prob- 
lem in  520  (30  percent)  and  142  (17  percent).'^ 
A recent  review  of  50  patients  by  Ansori  and 
Larson  reported  similar  findings.^® 

At  autopsy,  pericarditis  is  the  most  common 
cardiac  finding  in  systemic  lupus  erythemato- 
sus, but  pericardial  constriction  is  rare. 
Humphries  states  pericarditis  may  antedate 
the  other  clinical  signs  of  LE  in  four  percent  of 
the  patients.  Patients  with  lupus  pericarditis 
are  also  at  risk  for  developing  purulent 
pericarditis. 

Conclusion 

These  six  patients  were  of  great  interest  to 
me  as  their  stories  unfolded.  They  prove  that 
clinicians  who  care  for  patients  with  chronic 
cardiac  complaints  must  constantly  keep  re- 
evaluating their  patients’  previous  diagnoses. 
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Over  the  past  decade  the  efficacy  and  cost  of 
medical  interventions  have  been  subject  to 
increasing  scrutiny  with  quantitative  tech- 
niques, such  as  the  randomized  controlled  trial 
and  cost-effectiveness  analysis.  Such  studies 
provide  invaluable  guidance  for  the  clinician 
choosing  from  a limited  range  of  options  in 
caring  for  an  individual  patient.  However,  in 
the  field  of  health  policy  myriad  competing 
programs,  services,  institutions,  and  interests 
must  be  weighed.  Unfortunately,  quantitative 
methods  are  virtually  always  used  to  compare 
two,  or  at  most  a few,  alternative  strategies. 
Since  the  relative  cost  effectiveness  of  an 
intervention  may  appear  radically  different 
depending  on  the  alternative  with  which  it  is 
compared,  the  decision  about  which  options  to 
consider  is  critical. 

The  basis  for  the  decision  to  examine  some 
alternatives  while  excluding  others  is  rarely 
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made  explicit  and  is  subject  to  considerable 
bias.  The  tendency  for  such  a bias  to  reflect  the 
prevailing  wisdom  and  status  quo  is  of  particu- 
lar concern.  Unpopular  alternatives  may  be 
subject  to  the  most  stringent  comparisons, 
with  radical  innovations  totally  excluded  from 
consideration.  In  contrast,  practices  that  are 
less  controversial  or  enjoy  the  support  of  pow- 
erful constituencies  may  be  evaluated  for  effi- 
cacy but  not  cost  or  even  accepted  without 
evaluation.  Thus,  the  usefulness  of  universal 
tree  medical  care,  if  considered  at  all,  may  be 
measured  against  that  of  childhood  immuni- 
zation rather  than  executive  stress  testing;  the 
efficacy  of  new  drugs  is  scrutinized,  but  their 
cost  effectiveness  is  rarely  considered;  and 
the  burgeoning  administrative  apparatus  of 
health  care  escapes  evaluation  altogether. 

To  illustrate  the  pitfalls  of  health-policy  con- 
clusions based  on  narrow  comparisons,  we 
have  juxtaposed  cost-effectiveness  analyses  of 
two  recent  studies  of  medical-intervention  stra- 
tegies. One  trial  was  widely  interpreted  as 
supporting  the  adoption  of  a new  therapy,  al- 
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though  cost  effectiveness  was  not  evaluated. 
The  other  trial  has  been  cited  as  providing 
evidence  that  the  intervention  studied  is  not 
cost  effective  and  should  be  discontinued.  Our 
comparative  analysis  illustrates  that  such  iso- 
lated conclusions  may  be  misleading. 

A Tale  of  Two  Studies 

The  publication  of  the  results  of  the  Lipid 
Research  Clinics  Coronary  Primary  Preven- 
tion Trial'  was  widely  hailed  as  a landmark 
in  efforts  to  prevent  coronary  heart  disease. 
Newspapers  carried  front-page  stories  on  this 
breakthrough, 2 and  many  authorities  agreed 
with  the  study’s  authors  that  the  trial 

leaves  little  doubt  of  the  benefit  of  cholesty- 
ramine therapy  . . . The  trial’s  implications 
. . . could  and  should  be  extended  to  other 
age  groups  and  women  and  ...  to  others 
with  more  modest  elevations  of  serum  cho- 
lesterol levels.  The  benefits  that  could  be 
expected  from  cholestyramine  treatment  are 
considerable.' 

Six  weeks  earlier  the  findings  of  the  Rand 
Health  Insurance  Experiment''  were  pub- 
lished with  equal  fanfare.  This  study  exam- 
ined the  relative  costs  and  effects  on  health  of 
a variety  of  health-insurance  plans,  including 
one  offering  complete  coverage  at  no  cost  and 
several  plans  requiring  copayments.  Free 
health  care  led  to  a substantial  increase  in  the 
use  and  cost  of  services  and  slightly  dimin- 
ished the  risk  of  early  death  for  people  at  high 
risk.  The  authors  of  the  report  concluded, 
“These  mortality  reductions  in  and  of  them- 
selves are  not  sufficient  to  justify  free  care  for 
all  adults.”  Both  the  authors  and  an  accom- 
panying editoriaP  urged  caution  in  interpret- 
ing and  extrapolating  these  findings,  though 
they  concurred  that  in  the  study  population 
free  care  conferred  small  benefits  for  a high 
cost.  Newspapers,  policy  makers,  and  even  the 
authors  when  interviewed  by  the  lay  press 
were  less  cautious  in  drawing  conclusions."^ 
The  study  was  taken  as  virtual  proof  that 
health-care  costs  could  be  contained  by  charg- 
ing patients  more  for  care,  with  few  or  no 
adverse  health  consequences.  Even  the  organ 
of  the  American  Public  Health  Association, 
an  organization  that  advocates  creation  of  a 
national  health  service  to  provide  universal 
free  medical  care,  proclaimed  in  a headline, 
“Health  Does  Not  Seem  Improved  When  Care 
Is  Free.”^ 
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These  two  randomized  trials  provide  an 
interesting  contrast.  The  Lipid  Research  Trial 
proves  that  a therapy  is  efficacious,  whereas 
the  Rand  Study  throws  into  question  the  wis- 
dom of  social  policies  that  insulate  the  patient 
from  the  costs  of  care.  But  are  the  results  of  the 
two  studies  really  so  different?  Is  cholestyra- 
mine a more  cost-effective  intervention  than 
free  health  care? 

Costs  and  Effects:  The  Lipid  Research  Trial 
and  The  Rand  Experiment 

The  Lipid  Research  Trial  screened  over 
480,000  men  to  identify  3806  who  had  plasma 
cholesterol  levels  above  the  95th  percentile 
despite  a lipid-lowering  diet  and  who  were  free 
of  other  lipid  disorders,  coronary  heart  dis- 
ease, and  other  illnesses.  The  3806  partici- 
pants were  randomly  assigned  to  two  groups; 
one  received  six  packets  of  cholestyramine  per 
day,  and  the  other  a placebo.  After  an  average 
follow-up  of  7.4  years  the  cholestyramine  group 
had  three  fewer  deaths  overall  (68  vs.  71)  and 
12  fewer  deaths  due  to  definite  or  suspected 
coronary  heart  disease  (32  vs.  44).  If  definite  or 
suspected  nonfatal  myocardial  infarction  is 
included  with  deaths  from  coronary  heart  dis- 
ease, the  cholestyramine  group  had  34  fewer 
events  associated  with  coronary  heart  disease. 

Although  these  benefits  of  cholestyramine 
therapy  were  carefully  considered  in  the  report 
of  the  trial,  the  costs  were  not  analyzed.  Satis- 
factory cost  estimates  are  difficult  to  obtain, 
since  the  costs  of  a trial  are  unlikely  to  reflect 
those  in  routine  clinical  practice,  costs  attribu- 
table to  physician  visits  and  laboratory  tests 
for  cholesterol  screening  and  follow-up  of  pa- 
tients given  cholestyramine  are  unknown, 
and  possible  savings  due  to  decreased  rates  of 
coronary  bypass  surgery  and  other  medical 
care  are  likewise  uncertain.  However,  the  cost 
of  cholestyramine  alone  is  considerable.  The 
wholesale  cost  of  50  packets'"  is  $37.71,  the 
mean  retail  price  at  six  pharmacies  we  sur- 
veyed is  $42.50,  and  the  average  cost  of  a one- 
year  supply  is  $1,861.50  (6  packets  per  day  x 
365  days  x $0.85  per  packet).  The  cost  of  cho- 
lestyramine per  myocardial  infarction  or  death 
prevented  ranges  from  $775,600  to  $9,307,500 
(Table  I). 

How  do  these  costs  compare  with  the  costs  of 
reducing  the  risk  of  early  death  in  the  Rand 
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TABLE  I 

Cost  of  Preventing  a Death  or  Myocardial  Infarction:  Free  Care  versus  Cholestyramine. 


Intervention 

Annual  Cost  of 
Intervention 
Per  1000  People  ($) 

Adverse 

Outcome 

Prevented* 

No.  of 

Adverse  Outcomes 
Prevented  Per  1000 
People  Per  Year 

Cost  Per 
Adverse 
Outcome 
Prevented  ($)t 

Cholestyramine 

1,861,500 

Death  from  any 
cause 

0.2 

9.307,500 

Cholestyramine 

1,861,500 

Death  from  CHD 

0.9 

2,068,300 

Cholestyramine 

1,861,500 

CHD  death  of 
nonfatal  MI 

2.4 

775,600 

Free  care  for  high-risk 
50-year-old  men 

189,000 
- 327,000 

Death 

2.1 

90,000 
- 155,700 

Free  care  for  all 
50-year-old  men 

189,000 
- 327,000 

Death 

0.5 

378,000 
- 654,000 

Free  care  for  all  people 

189,000 
- 327,000 

Death 

0.45 

420,000 
- 726,700 

*MI  denotes  myocardial  infarction,  and  CHD  coronary  heart  disease, 

tAnnual  cost  of  intervention  per  1000  people  -h  no.  of  adverse  outcomes  prevented  per  1000  people  per  year. 


Experiment?  Free  care  reduced  the  risk  of 
dying  for  the  sickest  by  26  percent,  of  the  rela- 
tively healthy  study  population  by  21  percent, 
as  compared  with  high-risk  individuals  en- 
rolled in  the  various  cost-sharing  insurance 
plans.  For  50-year-old  men,  the  group  compar- 
able to  participants  in  the  Lipid  Research 
Trial,  this  would  represent  a reduction  of  2.1 
deaths  per  1000  men  per  year.  The  risk  of  non- 
fatal  events  associated  with  coronary  heart 
disease  would  presumably  also  be  reduced,  but 
the  magnitude  of  this  reduction  has  not  been 
reported. 

The  total  cost  of  care  for  those  in  the  free- 
care  group  exceeded  costs  for  those  in  copay- 
ment groups  by  24  to  49  percent,  depending  on 
the  amount  of  copayment.  This  difference 
amounted  to  between  $82  and  $142  per  person 
per  year  at  the  time  of  the  study.  However,  per 
capita  health-care  costs  have  increased  by 
approximately  230  percent  since  that  time. 
Accounting  for  health-care  cost  inflation,  the 
excess  expense  attributable  to  free  care  would 
be  between  $189  ($82  x 2.3)  and  $327  ($142  x 
2.3)  per  person  per  year  in  1984  dollars.  Thus, 
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the  cost  per  life  saved  by  a strategy  of  free  care 
for  generally  healthy  50-year  old  men  ranges 
from  $90,000  to  $654,000,  depending  on  two 
factors:  whether  free  care  is  given  to  all  men  or 
only  the  25  percent  at  highest  risk,  and  the 
alternative  insurance  plan  used  as  a basis  for 
comparison  (Table  I).  Since  a policy  of  free 
care  would  be  unlikely  to  apply  onto  50-year- 
old  men,  we  also  calculated  the  cost  per  life 
saved  by  universal,  “cradle  to  grave”  free  care, 
which  ranges  from  $420,000  to  $726,700  (Table 
I).  This  calculation  is  based  on  the  1982  U.S. 
death  rate  of  857.6  per  100,000  population^i 
and  the  assumption  that  the  relative  risk  and 
cost  changes  for  all  age  groups  would  (on 
average)  be  similar  to  those  reported  by  the 
Rand  Experiment. 

Discussion 

The  above  analyses  suggest  that  free  care  is 
between  3 and  100  times  as  cost-effective  as 
cholestyramine  therapy  in  preventing  death.  We 
have  probably  underestimated  the  cost  advan- 
tage of  free  care  over  cholestyramine  for  sev- 
eral reasons.  Our  analysis  excludes  nondrug 
costs  of  cholestyramine  therapy,  such  as  extra 
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physician  visits  and  laboratory  tests,  although 
such  costs  are  likely  to  be  substantial.  The 
Lipid  Research  Trial  included  only  men  with 
cholesterol  levels  above  the  95th  percentile, 
whereas  our  calculations  based  on  the  Rand 
data  pertain  to  lower-risk  persons  as  well. 
Cholestyramine  therapy  in  lower-risk  patients 
(which  would  be  virtually  certain  to  occur) 
would  undoubtedly  produce  smaller  benefits 
and,  hence,  considerably  higher  costs  per  life 
saved  or  coronary -heart-disease  event  pre- 
vented. We  conservatively  assumed  that  lower- 
risk  patients  would  receive  no  benefit  from  free 
care.  Long-term  changes  in  health-care  costs 
and  patients’  earnings  due  to  decreased  rates 
of  cardiovascular  disease  were  also  excluded 
but  would  probably  be  similar  with  cholestyra- 
mine therapy  and  free  care,  since  risk  reduc- 
tions were  roughly  equal.  Although  wide- 
spread adoption  of  cholestyramine  therapy 
might  decrease  drug  costs  by  encouraging 
bulk  manufacture  or  the  introduction  of  a 
generic  formulation,  the  savings  would  prob- 
ably not  be  large  enough  to  alter  our  findings 
substantially  and  would  probably  be  equaled 
by  a decrease  in  administrative  costs  attend- 
ant on  the  introduction  of  a system  of  univer- 
sal free  care.  Finally,  side  effects  and  subjec- 
tive benefits  of  the  two  interventions  were  not 
considered  and  would  almost  certainly  favor 
free  care. 

The  perception  that  the  Lipid  Research  Trial 
represents  a break-through  in  prevention  and 
the  Rand  Experiment  demonstrates  the  rela- 
tive ineffectiveness  of  unfettered  access  to 
medical  care  appears  unwarranted  and  may 
be  due  to  unrecognized  bias.  The  Lipid 
Research  Trial  is  the  culmination  of  a decades- 
long  search  for  confirmation  of  a widely  be- 
lieved hypothesis.  Its  therapeutic  strategy  con- 
forms closely  to  a model  for  intervention  that 
is  familiar  to  physicians  and  lucrative  for  drug 
manufacturers.  Since  this  expensive  therapy 
would  presumably  be  unavailable  to  the  30 
million  uninsured  poor  in  our  country  (barring 
a major  expansion  of  Medicaid  or  the  issuance 
of  cholestyramine  vouchers  to  poor  people 
with  hypercholesterolemia),  it  would  perpetu- 
ate the  status  quo  of  inequalities  in  health  and 
health  care,  as  well  as  the  prevailing  bias 
favoring  individual  medical  interventions  over 
population-based  preventive  strategies.  The 
Rand  Experiment  was  carried  out  in  response 
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to  the  growing  clamor  for  control  of  health- 
care costs.  Its  findings  were  reported  at  a time 
of  Medicaid  cutbacks,  increasing  Medicare 
copayments,  a rising  tide  favoring  cuts  in  pri- 
vate insurance  benefits,  and  a swelling  of  the 
ranks  of  the  uninsured.  The  results  of  this  trial 
have  been  widely  interpreted  as  supporting 
this  status  quo  of  increasing  inequality  in 
access  to  care  based  on  ability  to  pay. 

In  this  context  it  seems  somehow  natural  to 
compare  free  care  to  highly  cost-effective  inter- 
ventions such  as  blood-pressure  screening,  as 
was  done  by  the  Rand  researchers.  In  con- 
trast, cholestyramine  was  not  subjected  to  cost 
comparisons;  the  demonstration  of  benefit 
was  sufficient.  Countless  other  components  of 
our  health-care  system  have  never  even  been 
examined  for  efficacy.  Thus,  the  cost  effec- 
tiveness of  health  administrators,  billing  com- 
puters, and  the  advertising  of  drugs  and  medi- 
cal supplies  remain  outside  the  domain  of 
evaluation. 

In  some  respects  the  decision  to  make  free 
medical  care  available  or  prescribe  cholest3rra- 
mine  are  dissimilar.  The  extent  of  health- 
insurance  coverage  is  a result  of  health  poli- 
cies largely  beyond  the  control  of  the  clinician, 
whereas  clinical  decisions  are  the  province  of 
individual  physicians  and  patients.  Yet  in 
many  ways  the  two  situations  are  analogous. 
For  a high-risk  patient,  prescriptions  for  cho- 
lest3rramine  or  free  care  appear  approximately 
equally  efficacious  in  preventing  death.  In- 
deed, both  seem  to  exert  their  beneficial  effects 
through  similar  mechanisms  of  risk-factor 
reduction.  Each  would  increase  the  cost  and 
improve  the  quality  of  health  care.  Although  it 
may  be  unthinkable  to  tell  a patient  that  he 
cannot  have  an  efficacious  drug  because  the 
cost  is  too  high,  it  is  only  a quirk  of  our  current 
reimbursement  system  that  makes  it  more 
acceptable  to  force  him  to  curtail  his  use  of 
medical  services  for  the  same  reason. 

The  resources  available  for  health  care  are 
vast  but  finite.  Ultimately,  those  who  deter- 
mine health  policy  must  weigh  the  value  of 
a $100,000  computer  program  to  maximize 
diagnosis-related-group  (DRG)  reimburse- 
ment against  the  value  of  2000  free  visits  for 
patients  who  cannot  afford  a $50  clinic  fee  or 
that  of  cholestyramine  therapy  for  54  people. 
Current  policies  implicitly  influence  such  de- 
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cisions  by  fostering  administrative  hypertro- 
phy, allowing  unlimited  interventions  for  the 
well  insured,  and  constraining  the  resources 
available  for  the  less  fortunate.  Alternative 
policies  would  have  different  health  and  cost 
consequences  that  should  be  analyzed,  made 
explicit,  and  publicly  debated.  Perhaps  the 
American  people  and  their  physicians  would 
choose  to  condemn  30  people  to  early  deaths 
for  lack  of  free  care  so  that  3 well-insured 
patients  could  take  cholestyramine  and  live  or 
a hospital  might  maximize  its  DRG  income. 
We  doubt  it. 

Our  intent  is  not  to  denigrate  the  achieve- 
ment of  the  Lipid  Reseach  Trial,  which  has  at 
last  shown  that  lowering  cholesterol  decreases 
the  risk  of  coronary  heart  disease  and  which 
may  pave  the  way  for  more  broadly  applicable 
interventions  such  as  changes  in  diet.  Nor  are 
we  indifferent  to  the  problems  of  skyrocketing 
costs.  Rather,  our  purpose  is  to  demonstrate 
that  the  selection  of  options  for  evaluation  and 
cost-effectiveness  comparison  involves  many 


implicit  value  judgments.  In  facing  painful 
decisions  about  containment  of  healthcare 
costs  the  facets  of  the  health-care  system 
excluded  from  rigorous  evaluation  and  com- 
parison may  be  as  important  as  the  results  of 
the  evaluations  that  are  carried  out.  We  can- 
not afford  to  spare  sacred  cows. 
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SERVICES 'INC. 


510  Philadelphia  Pike 
Wilmington,  DE  19809 


(302)  764-3322 


OCCUPATIONAL 
PHYSICAL 
THERAPY 
SERVICES  i 


■ Specializing  in  compre- 
hensive occupational, 
physical  and  speech 
therapy  services  for  infanti 
and  children. 

■ Offering  sensorimotor 
groups  which  are  con- 
ducted by  an  occupational 
physical  and  speech  ther- 
apist, and  special  educato 
for  parents,  infants  and 
preschoolers. 

■ Clients  are  scheduled  with 
thought  for  plenty  of  time 
for  therapy  and  consulta- 
tion with  parents. 

■ Private  observation  rooms 
always  available  for 
viewing  of  all  services. 

■ A physician's  referral  is 
required. 

■ Open,  flexible  hours  in- 
cluding evenings. 


Immediate  openings  are  availabl< 
For  more  information,  call 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information,  contact  the 
Journal  office,  658-3957. 


OUR  GUEST  EDITOR: 

Richard  F.  Gordon,  M.D. 

Dr.  Richard  F.  Gordon,  cardiologist  practic- 
ing in  the  Wilmington  area,  is  guest  editor  for 
this  issue.  Dr.  Gordon,  a graduate  of  St.  Louis 
University  School  of  Medicine  in  1968  finished 
a residency  in  internal  medicine  at  Duke  Uni- 
versity, and  in  cardiology  at  Hahnemann 
Medical  College  and  Hospital  of  Philadelphia. 

He  is  presently  director  of  the  Non-Invasive 
Laboratory  at  The  Medical  Center  of  Delaware 
and  is  on  the  staff  there  as  well  as  at  St.  Fran- 
cis Hospital. 
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TREATMENT  OF  HEART  DISEASE  IN 
DELAWARE,  PRESENT  AND  FUTURE 


In  his  book  The  Dragons  of  Eden  Carl  Sagan 
imagines  the  15  billion  year  lifetime  of  the  uni- 
verse compressed  into  the  span  of  a single 
year.  When  he  does  this,  the  relative  time 
between  the  origin  of  Pro  Consul  and  Rama- 
pitecus,  probable  ancestors  of  apes  and  man, 
and  the  European  Renaissance  is  only  10 
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hours. ^ Advances  in  cardiology  in  the  past 
several  years  have  progressed  in  a similar 
meteoric  fashion.  Although  almost  300  years 
elapsed  from  Harvey’s  original  description  of 
the  circulatory  system  (De  Motu  Cordis,  1628) 
to  John  Herrick’s  classic  description  of  coro- 
nary thrombosis  in  1912,  only  12  years  separ- 
ated John  Gibbon’s  development  of  the  heart/ 
lung  by-pass  machine  in  1939  and  Huffnagel’s 
“Aortic  Plastic  Valvular  Prosthesis.”  This 
almost  frantic  dash  in  the  development  of 
treatment  for  cardiovascular  disease  has  con- 
tinued to  the  present. 

The  arrival  of  open  heart  surgery  to  the  Del- 
aware area  will  greatly  expand  the  treatment 
opportunities  available  locally.  This  refers  not 
only  to  the  surgical  procedures  themselves,  but 
also  other  non-surgical  techniques  requiring 
surgical  back-up  such  as  coronary  angioplasty. 

Over  the  past  few  years  the  development  of  a 
technique  for  dilating  stenosed  coronary  arter- 
ies as  an  alternative  to  coronary  revasculari- 
zation has  generated  considerable  interest. 
This  technique,  percutaneous  transluminal 
coronary  angioplasty  (PTCA),  is  now  being 


applied  not  only  to  patients  with  single  vessel 
disease  but  also  now  to  those  with  multivessel 
disease.  It  might  be  considered  an  excellent 
alternative  to  coronary  by-pass  grafts  when 
medical  treatment  fails. 

Its  advantages  include  a shorter  hospital 
stay,  avoidance  of  a thoracotomy,  less  morbid- 
ity, and  less  cost.  However,  a small  percentage 
of  patients  having  PTCA  do  require  emer- 
gency coronary  by-pass  and  thus  the  need  for 
on-site  surgical  availability.  At  present,  PTCA 
requires  critical  comparisons  with  standard 
surgical  treatment.  Nonetheless,  its  availabil- 
ity in  the  Delaware  community  indicates 
a significant  advance  in  our  therapeutic 
armamentarium. 

The  peak  period  of  coronary  by-pass  surgery 
was  1980-1981,  prior  to  the  increased  use 
of  PTCA.  It  is  expected  that  the  future  of  sur- 
gery for  the  next  decade  will  include  a high 
percent  of  multiple  vessel  revascularizations 
in  older  patients  with  more  advanced  states  of 
pathology,  especially  with  poor  left  ventricular 
function. 2 
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will  not  currently  be  available  in  the  Delaware 
community,  but  merit  attention  nonetheless. 
Heart  transplantation  is  now  an  accepted 
therapeutic  management  modality  for  end 
stage  congestive  heart  failure.  More  then  30 
institutions  in  the  United  States  now  perform 
cardiac  transplantation.  Further,  a few  such 
as  Stanford,  Johns  Hopkins,  Columbia,  and 
Pittsburgh  are  doing  pioneer  work  in  com- 
bined heart/lung  transplantation.  In  fact,  a 
patient  referred  from  Delaware  has  just  re- 
cently successfully  undergone  such  surgery. 

The  artificial  heart  has  also  “arrived,”  for 
better  or  worse.  At  the  time  of  this  writing  five 
J arvik-7  hearts  have  been  implanted  for  indef- 
inite use.  However,  immediate  results  are  not 
encouraging,  because  of  thromboembolism 
hemorrhage,  and  an  unacceptable  quality  of 
life.  The  future  for  the  artificial  heart  may  be 
as  a “bridge”  for  patients  too  sick  to  wait  for 
transplant  operations.^ 

Another  area  of  great  promise  lies  in  the 
thrombolytic  treatment  of  acute  myocardial 
infarction.  With  the  development  of  newer, 
more  tissue-specific  and  more  effective,  sub- 
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stances  for  lysis  of  coronary  thrombi,  early 
treatment  with  thrombolytic  agents  promises 
to  favorably  influence  the  survival  of  patients 
with  acute  myocardial  infarction.  With  further 
refinement  of  lytic  therapy  plus  PTCA  and 
other  evolving  angioplasty  methods  such 
as  laser  angioplast,  it  is  predicted  that  non- 
surgical  revasculatization  will  continue  to  grow 
while  surgical  coronary  revascularization  will 
decrease.  Indeed,  Faster  suggests  it  is  likely 
that  by  the  turn  of  the  century  some  type  of 
“coronary  lavage”  will  be  applied  intermit- 
tently - perhaps  every  5-10  years  - to  high  risk 
patients  prone  to  develop  coronary  athleros- 
clerotic  disease  at  a young  age.^ 

Various  new  non-in vasive  diagnostic  tech- 
niques such  as  digital  subtraction  angio- 
graphy, positron  emission  tomography, 
nuclear  magnetic  resonance,  and  dynamic 
synchronous  volumetric  tomography  have 
also  arrived  on  the  scene  in  the  diagnosis  of 
coronary  atherosclerotic  disease.  Research  in 
hyperlipidemia,  hypertension,  and  cigarette 
smoking  will  continue.  Continuation  of  the 
trend  toward  a significant  drop  in  cardiovas- 
cular mortality  which  was  demonstrated  from 
1968  to  1974  is  expected.  Primary  prevention 
approaches  will  continue  to  be  the  most  impor- 
tant contribution  to  the  decline  in  cardiovascu- 
lar disease.^ 

Finally,  research  into  newer  anti-arrhythmic 
drugs,  pacemaker  therapy,  permanently  im- 
planted mechanical  defibrillators  and  various 
drugs  for  retarding  or  reversing  the  develop- 
ment of  atherosclerotic  plaques  will  continue. 

The  current  practice  of  cardiology  is  chal- 
lenging, exciting,  and  rewarding.  One  can 
anticipate  that  this  will  continue  in  the  near 
and  distant  future. 

Richard  F.  Gordon,  M.D. 
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DR.  WILLIAM  HEBERDEN,  SR.’S  NOTE  ON  DR. 
WILLIAM  HARVEY 

Among  the  holdings  of  the  Royal  College  of 
Physicians  in  London  is  a small  collection  of 
manuscripts  and  letters  by  Dr.  William  Heber- 
den,  Sr.  (1710-1801). ^ Included  is  a short  note  of 
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his  about  some  of  the  habits  of  Dr.  William 
Harvey  (1578-1657)  at  least  one  of  which  may 
be  of  special  interest  to  modern  physicians: 
Harvey  kept  sugar  in  his  salt  shaker. 

1761,  May  29.  Mrs.  Harvey  (great  niece  to 
Dr.  Harvey)  told  me  that  the  Dr.  liv’d  at  his 
brother’s,  at  Rochamptom,  the  later  part  of 
his  life. 

That  he  used  to  walk  out  in  a morning 
combing  his  head  in  the  fields. 

That  he  was  humoursome,  & would  sit 
down  exactly  at  the  time  he  had  appointed  for 
dinner,  whether  the  company  were  come  or 
not. 

That  his  saltseller  (sic)  was  always  fill’d 
with  sugar,  which  he  used  to  eat  instead  of 
salt. 

That  if  the  gout  was  very  painful  to  him  in 
the  night,  he  would  rise  & put  his  feet  into 
cold  water  (Figure  1). 

Did  Harvey,  remembered  as  a particularly 
original  thinker,  intuit  the  health  risk  of  excess 
salt  and  prefer  instead  a sprinkle  of  sugar?  Or 


was  it  pure  eccentricity,  a practical  joke  upon 
his  dinner  guests?  Heberden  merely  repeats 
the  story  as  he  heard  it,  without  speculating 
about  Harvey’s  reason. 

The  note,  written  when  Heberden  was  51 
years  old,  shows  the  legible  quality  of  his  pen- 
manship, a nicety  which  lasted  until  extreme 
old  age.  Other  documents  by  Heberden  in  the 
collection  of  The  Royal  College  of  Physicians 
and  the  British  Library  show  that  his  writing 
then  became  quite  shaky. 

Habitual  readers  of  historical  medical  doc- 
uments frequently  come  upon  material  which 
seems  surprisingly  modern.  In  medicine  as  in 
other  social  systems,  le plus  le  temps  change,  le 
plus  le  meme  chose. 

Bernadine  Z.  Paulshock,  M.D. 
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FIGURE  1 

William  Heberden’s  note  concerning  William  Harvey. 
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THE  DECLINE  IN  CORONARY 
HEART  DISEASE  MORTALITY:  THE 
DUPONT  EXPERIENCE 

Part  2 

The  death  rate  attributed  to  coronary  heart 
disease  (CHD)  in  the  United  States  has  fallen 
approximately  35  percent  in  the  years  1963  to 
1983.  Five  hundred  thousand  fewer  coronary 
deaths  occurred  in  1982  than  would  have  been 
predicted  on  1963  mortality  statistics.  In  that 
time  period  two  and  one-half  years  have  been 
added  to  the  average  life  expectancy  of  a 
thirty -five-year-old  male  in  the  United  States. 
Several  epidemiologic  studies  have  confirmed 
this  favorable  trend,  with  the  decline  in  coro- 
nary heart  disease  mortality  being  substan- 
tial and  sustained  long  term.  Artifacts  from 
cause-of-death  determination,  from  vital  sta- 
tistics, and  short  term  cyclical  trends  appear 
an  unlikely  explanation.  Data  suggests  that  a 
major  breakthrough  has  occurred  either  in  the 
treatment  of  coronary  heart  disease  or  in  its 
prevention.  Controversy  remains,  however,  as 
to  whether  the  fall  in  mortality  reflects  a 
decrease  in  incidence  of  disease,  or  rather  a 
change  in  the  prognosis  and  survival  follow- 
ing development  of  disease.  Should  credit  be 
given  to  advances  in  the  medical  and  surgical 
management  of  coronary  heart  disease,  or 
rather  to  a favorable  trend  in  cardiovascular 
health  habits  and  risk  factor  levels? 


In  the  mid  1960s,  evidence  suggested  a shift 
in  the  American  lifestyle.  This  shift  was  felt  by 
investigators  to  be  triggered  in  part  by  reports 
from  the  Framingham  Study  as  well  as  the 
1964  Surgeon  General’s  report  on  cigarette 
smoking.  The  decline  in  coronary  heart  dis- 
ease mortality  coincided  with  a decline  in  the 
number  of  Americans  smoking  cigarettes,  the 
number  of  Americans  with  high  cholesterol 
levels,  and  the  per  capita  consumption  of  eggs, 
butter,  milk  and  animal  fat.  In  the  same  time 
frame,  there  was  an  increase  in  public  aware- 
ness of  the  silent  danger  of  untreated  hyper- 
tension, as  well  as  more  effective  and  wide- 
spread medical  therapy  of  hypertension. 


Cigarette  smoking  has  been  shown  unequi- 
vocally to  increase  the  risk  of  myocardial 
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infarction  and  sudden  death.  A dramatic  de-  drugs,  platelet  inhibitory  drugs,  and  calcium 


dine  in  such  risk  occurs  on  cessation  of  cigar- 
ette smoking.  Between  1965  and  1980  the  pro- 
portion of  male  cigarette  smokers  declined 
25  percent  and  female  cigarette  smokers,  14 
percent. 

Abnormal  serum  lipid  levels  appear  to  be 
fundamental  to  the  atherosclerotic  process, 
and  overeating  appears  to  be  a major  culprit. 
Obesity  promotes  all  of  the  atherosclerotic 
traits  including  hypercholesterolemia,  in- 
crease in  low  density  and  very  low  density 
lipo-protein  levels,  hyperglycemia,  and  hyper- 
tension. Over  the  past  twenty  years,  the  Amer- 
ican diet  has  generally  changed  away  from 
foods  high  in  saturated  fat  to  a greater  use  of 
vegetable  fats  and  oils.  Between  the  years 
1960  and  1974,  the  percentage  of  Americans 
with  high  serum  cholesterol  fell  approxi- 
mately 12  percent  for  men  and  22  percent  for 
women,  a trend  again  coincident  with  general 
dietary  change. 

The  recently  published  Coronary  Primary 
Prevention  Trial  (Lipid  Research  Clinics  Pro- 
gram), has  provided  the  most  convincing  evi- 
dence to  date  that  lowering  serum  cholesterol 
and  LDL  levels  will  decrease  coronary  heart 
disease  risk. 

Multiple  trials  have  demonstrated  the  health 
benefits  of  controlling  hypertension.  Although 
some  investigators  question  the  beneficial 
effect  of  hypertension  control  on  coronary 
mortality,  data  is  unequivocal  as  to  the  benefit 
on  morbidity  and  mortality  attributed  to  stroke 
and  congestive  heart  failure. 

The  past  twenty  years  have  witnessed  major 
advances  in  the  medical  and  surgical  manage- 
ment of  coronary  heart  disease.  Starting  in 
1963,  specialized  Coronary  Care  Units  were 
developed  allowing  -for  improved  arrhythmia 
detection  and  therapy.  The  Seattle  experience 
has  demonstrated  the  effectiveness  of  pre- 
hospital resuscitation  measures  on  CHD  mor- 
tality by  widespread  public  training  in  CPR 
techniques.  Beta-blocker  therapy  with  the 
cardioprotective  and  antiarrhythmic  proper- 
ties came  into  use  in  the  late  1960s,  but  were 
not  prescribed  widely  until  the  mid  1970s.  Var- 
ious nitrate  preparations,  antiarrhythmic 
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blocking  drugs  are  now  widely  used  in  the 
medical  management  of  coronary  heart  dis- 
ease. Surgical  revascularization  began  in  the 
1960s,  with  30,000  coronary  bypass  surgery 
procedures  performed  in  1970,  and  240,000 
performed  in  1982.  Present  data  suggests, 
however,  that  bypass  surgery  alters  CHD 
mortality  significantly  only  in  small  subsets 
(left  main  disease,  and  triple  vessel  disease 
with  impaired  left  ventricular  function). 

Despite  dramatic  advances  in  the  medical 
and  surgical  management  of  coronary  heart 
disease  (CHD)  the  fact  remains  that  approxi- 
mately 60  percent  of  deaths  attributed  to  coro- 
nary heart  disease  occur  suddenly,  usually  out 
of  hospital,  and  prior  to  institution  of  any  med- 
ical therapy.  Therefore,  the  overall  impact  on 
total  CHD  mortality  of  any  medical  interven- 
tion, no  matter  how  effective  or  dramatic,  can 
only  be  expected  to  be  modest. 

Epidemiologic  studies  have  provided  con- 
vincing evidence  that  a lifestyle  typified  by 
diet  excessive  in  calories,  fat,  and  salt,  lack  of 
exercise,  unrestrained  weight  gain,  and  cigar- 
ette smoking,  all  predispose  to  coronary  heart 
disease.  Related  risk  factors,  particularly 
increased  serum  cholesterol,  blood  pressure, 
and  blood  sugar,  are  also  associated  with 
increased  coronary  risk.  The  Du  Pont  study  as 
well  as  other  epidemiologic  studies  suggest 
that  favorable  trends  in  CHD  mortality  relate 
primarily  to  a shift  in  the  American  lifestyle 
as  related  to  cardiovascular  health  habits  and 
risk  factor  levels,  rather  than  to  advances  in 
the  medical  and  surgical  management  of  overt 
disease. 

The  decline  in  CHD  mortality  suggests  that 
major  forces  of  morbidity  and  mortality  are  to 
a degree  controllable.  Each  of  us  is  born  into  a 
genetic  frame-work.  At  one  end  of  the  spec- 
trum are  individuals  who  will  live  into  their 
90s  despite  extremes  of  dietary  and  substance 
abuse.  At  the  other  end  of  the  spectrum  are 
individuals  with  hereditary  lipid  abnormali- 
ties  who  are  predestined  to  premature  death 
from  atherosclerosis  despite  exemplary  cardi- 
ovascular health  habits.  The  vast  majority  of 
us,  however,  fall  in  between  these  two  ex- 
tremes. For  us  there  appears  to  be  a strong 
environmental  influence  over  our  genetic  sus- 
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ceptibility  to  atherosclerosis.  Even  modest 
reductions  in  the  major  risk  factors  for  CHD 
may  well  pay  large  dividends  for  many  of  us. 

Recent  favorable  trends  in  CHD  mortality 
are  indeed  encouraging.  Coronary  heart  dis- 
ease remains,  however,  the  number  one  cause 
of  premature  death  and  disability  in  the  Uni- 
ted States.  Recent  data  should  give  all  physi- 
cians renewed  enthusiasm  to  strongly  encour- 
age their  patients  to  change  those  faulty 
health  habits  which  are  predisposing  them  to 
premature  death.  Our  patients  must  clearly 
understand  that  their  fate  is  more  likely  to  be 
in  their  own  hands,  than  in  the  hands  of  their 
physicians. 


Arthur  W.  Colbourn,  M.D. 


OIRDMC 

DMGNOSnC 

CaJTER 


Studies  Perlonmed 


• Multistage  Treadmill  Exercise  Test  (Stress  test) 

• Thallium-201  Multistage  Treadmill  Exercise  Test 

• Gated  Studies  (In  conjunction  with  Delaware 
Nuclear  Medicine) 

• Echocardiography  - 2-D  and  M-Mode 

• 24  hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  - in  home  ECG  s for  shut-ins 

• Scanning  service  for  Holter  Monitors  - We  provide 
Holter  monitors  to  physicians  as  well  as  scanning 
tapes  for  physicians  who  have  their  own  monitors 

• Transtelephonic  Monitoring 


MAIN  OFFICE 
1303  (Delaware  Avenue 
Suite  1 12 

Wilrninglon  OE  19806 
6S4-0764 


SATELLITE  OFFICE 
330  Christiana 
Madical  Cantar 
Nawark,  OE  19702 
454-7403 


We’re  ready 
for  your  call  when 
you  need  medical  help 
at  home. 

• 24-hour  care  available 

• Nurses  aides 

• Live-in  companions 

• Nurses— LPNs  and  RNs 

• Therapists 

Physical  — Occupational  — 
Respiratory^ 

Speech 

• Medical 
social 
workers 


Let  us  help 
you  with  any 
questions 
concerning 
insurance  and 
home  health 
care. 

Call  anytime 
24  hours  a day, 
7 days  a week. 


(302)  47^5000 

' ' ...thereto  care 


Medica 
an  authorized 
Medicare  provit 
and  a member  of  the 
National  Association  for  Home 
Care  and  the  Delaware  Association 
of  Home  Health  Services 


Del  Med  Jrl,  May  1986 — Vol.  58,  No.  5 


353 


BIOETHICAL  ISSUES:  A SEMINAR  IN  ITALY 

A previous  communique^  discussed  the  con- 
ference on  biomedical  ethics  I attended  at 
Oxford,  lamenting  the  fact  that  too  few  of  the 
attendees  were  physicians.  This  coming  sum- 
mer The  Hastings  Center  is  cosponsoring 
another  European  ethics  seminar,  this  time  at 
the  University  of  Siena,  in  Italy.  The  work- 
shop on  “Ethics  and  Bioethical  Problems  in 
Contemporary  Socitey:  An  Intercontinental 
Exchange,”  will  be  held  from  June  22-28  in  a 
hall  which  dates  back  to  the  15th  century,  and 
which  the  University  of  Siena  now  owns. 

The  faculty  includes  one  of  the  same  speak- 
ers I heard  at  Oxford  last  summer  (Professor 
Richard  M.  Hare,  an  English  philosopher, 
who  will  speak  to  the  question,  “Why  do  app- 
lied ethics?”).  The  scope  of  the  workshop^  is 
broad  and  includes  various  reproductive  issues 


(test  tube  babies  and  abortions),  AIDS,  neona- 
tal intensive  care  and  termination  of  such 
treatment  in  the  elderly.  The  faculty  is  Ameri- 
can and  Italian.  Doctors  belong  at  such  meet- 
ings; philosophers  and  professional  medical 
ethicists  need  no  encouragement. 

Siena  should  be  equally  as  stimulating  a 
place  to  confer  as  was  Oxford.  Persons  inter- 
ested in  learning  more  about  the  meeting  may 
request  further  information  from  the  Univer- 
sity of  Siena,  44  cent  stamp,  or  from  The  Hast- 
ings Center,  22  cent  stamp.^ 

Bernadine  Z.  Paulshock,  M.D. 

REFERENCES 

1.  Del  Med  J,  1984;  10:661 

2.  The  difference  between  a workshop  and  a conference,  it  seems  to  me,  is 
usually  but  not  always  that  a workshop  is  smaller  and  more  of  the  visitors 
are  also  participants,  and  that  at  a workshop  there  are  almost  always  water 
pitchers  for  all  attendees,  not  just  the  speakers. 

k 300  Broadway,  Hastings-on-Hudson,  NY  10706. 
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LEHERS  TO  THE  EDITOR 


MESSAGE  FROM  DELAWARE  HOSPICE 


A number  of  months  ago,  Delaware  Hospice 
announced  that  it  would  be  able  to  provide 
hospice  care  to  terminally  ill  patients  who 
required  IV  hyperalimentation  and  other  IV 
therapy.  Unfortunately,  we  cannot  provide  the 
service  due  to  the  high  costs  of  the  procedure, 
the  solutions,  and  other  apparatus  and  man- 
agement of  the  service. 

At  the  present  time.  Medicare  does  not  reim- 
burse adequately  for  routine  home  care  serv- 
ices for  terminally  ill  patients.  Under  the  cur- 
rent Medicare  Hospice  laws,  the  patient  who 
elects  this  benefit  waives  all  other  Medicare 
services  related  to  the  terminal  illness.  The 
Medicare  reimbursement  to  Hospice  is  sup- 
posed to  cover  cost  of  nursing  care,  physical 
therapy,  social  service,  pastoral  care,  bereave- 
ment, durable  medical  goods,  medications, 
and  home  health  aid  visits,  as  well  as  the  cost 
of  hospitalization,  if  necessary,  for  a period  of 
six  months.  Beyond  six  months,  there  is  no 
further  Medicare  coverage  for  the  patient. 
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Hospice  is  reimbursed  from  Medicare  $67  a 
day  in  New  Castle  County  and  $59  a day  in 
Kent  and  Sussex  Counties. 

Obviously,  if  hospital  admission  is  required, 
this  cost  alone  is  overwhelming  to  the  Hospice 
economic  system.  This  is  despite  the  fact  that 
the  hospitals  in  Delaware  have  attempted  to 
support  the  Delaware  Hospice  Program.  As 
total  parenteral  nutritional  support  at  home 
averages  $300-$400  a day,  it  is  obvious  that 
Medicare  coverage  at  its  present  per  diem  rate 
is  totally  inadequate. 

This  is  another  example  where  the  current 
Medicare  Program  is  essentially  dictating  the 
type  and  quality  of  care  we  can  give  the  termi- 
nally ill  and/ or  elderly  patient. 


Irving  Berkowitz,  D.O. 
Medical  Director 
Delaware  Hospice 
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BOOK  AVAILABLE 


To  The  Editor; 

Many  physicians  who  attended  the  recent 
meeting  “Assessing  Patients  for  Social  Secur- 
ity Disability,”  sponsored  by  the  Department 
of  Family  Practice  Internal  Medicine  of  The 
Medical  Center  of  Delaware  were  interested  in 
obtaining  copies  of  our  booklet  “Disability 
Evaluation  Under  Social  Security.” 

Physicians  who  would  like  more  informa- 
tion concerning  the  Social  Security  Disability 
Program  or  a copy  of  the  booklet  may  contact 
me  at  571-2079  or  may  send  a written  request 
to:  Disability  Determination  Service,  P.O.  Box 
8862,  ATTN:  W.M.  Young,  Wilmington,  DE 
19899. 

In  addition,  any  physician  who  is  interested 
in  the  development  of  a disability  claim  on  a 
particular  private  patient,  may  call  me  for  a 
status  report  at  any  time. 


W.  Marc  Young 
Medical  Relation  Officer 
State  of  Delaware,  Department  of  Labor, 
Disability  Determination  Service 


'U^OW  to  test  the  waters  of 
r^exp>anding  a practice 


without  getting 

The  floor  space  in  a 
medical  office  doesn’t 
usually  grow.  Omega 
Medical  Center  has  an  exciting  way  to 
low  your  office  space  to  grow  in  propor- 
to  your  patient  load.  We  offer  a 
ible  arrangement  of  office  suites  and 
ining  rooms  which  you  can  lease 
according  to  your  needs — for  as  little 
as  a few  hours  a week  or  as  much  as 
8 hours  a day.  Call  Deirdre  O’Connell  at 
302/368-5100  to  look  at  our  money- 
saving ideas  for  your  expanding  practice. 
After  all,  expanding  shouldn’t  take  the 
wind  out  of  your  sails. 

mega  Medical  Center  • Located  opposite  the  new  Christiana  Hospital 
15  Omega  Drive,  Building  K • Newark,  Delaware  19713  • 302/368-5100 


!N  BLACK  AND  WHITE 


Edited  by  Dennis  R.  Witmer,  M.D. 


Melencolia  I,  by  Albrecht  Durer,  1514.  With  permission  of  the 
Philadelphia  Museum  of  Art.  Note  the  comet  in  the 
background. 
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Computerized  Imaging  - Therapy 


DELAWARE  NUCLEAR  MEDICINE 


Nuclear  Cardiology 

Thallium  and  Radionuclide  Ventriculography 
Thyroid  Evaluation  and  Treatment 


330  Christiana  Medical  Center 
Newark,  DE  19702 
(302)  368-3000 


Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


EMERGENCY  PATIENT  CARE  PREHOSPITAL 
GROUND  AND  AIR  PROCEDURES,  by  Len- 
worth  M.  Jacobs  M.D.,  and  Barbara  R.  Ben- 
nett, R.N.,  MacMillan  Publishing  Company, 
New  York,  1983.  344  pp.  Ulus.  $16.95. 

Dr.  Lenworth  Jacobs,  the  former  director  of 
Emergency  Medical  Services  for  Boston  City 
Hospital,  presided  over  the  development  of  one 
of  the  most,  comprehensive,  integrated  emer- 
gency medicine  delivery  systems  available  in 
this  country.  Knowing  that  out-of-hospital 
emergency  medical  care  should  be  held  to  the 
same  level  of  professional  competence  as  in- 
hospital  care,  he  felt  it  was  essential  to  develop 
operational,  triage,  and  treatment  protocols  to 
ensure  a uniformly  high  standard  of  care, 
beginning  with  the  on  site  assessment  of  the 
patient. 

This  book  provides  a compilation  of  Dr. 
Jacobs’  basic  and  advanced  clinical  treatment 
protocols  for  ground  and  air  transport  of 
emergency  patients.  It  is  organized  into  three 
sections: 

1.  Clinical  Protocols  for  Basic  Life  Support 

2.  Clinical  Protocols  for  Advanced  Life  Sup- 
port, and 

3.  Aerovac  Transport, 

each  divided  into  two  page  problem  oriented 
protocols. 

This  book  is  a good  review  of  procedures  but 
is  clearly  not  intended  to  be  a primary  teach- 
ing source,  as  most  of  the  information  is  avail- 
able elsewhere  in  greater  detail.  The  easy 
accessibility  of  the  information,  however, 
makes  this  book  a valuable  tool  for  quickly 
reviewing  pre-hospital  emergency  care.  In- 
cluded are  ten  appendices,  the  bulk  of  which 
detail  the  formal  organizational  and  operating 
procedures  of  the  Boston  City  Ambulance  Ser- 
vice, the  emergency  services  legislation  in  use 
within  the  Commonwealth  of  Massachusetts, 
and  air  ambulance  guidelines,  which  would  be 
helpful  for  anyone  either  establishing  an  EMS 
system  de  novo  or  upgrading  an  existing  one. 

Stephen  A.  Gest,  M.D. 
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DELINQUENCY  AND  CHILD  GUIDANCE, 
Selected  Papers  of  August  Eichhorn,  Menin- 
ger  Clinic  Monograph  Series,  No.  1 5.  Interna- 
tional University  Press,  New  York,  1964.  235 
pp.  Price  $25.00. 

This  book,  first  printed  in  1964,  is  a collec- 
tion of  papers  and  lectures  by  the  Viennese 
ps>  «..ho-analyst  August  Eichhorn,  who  died  at 
age  seventy-two  years  in  1951,  after  pioneering 
new  methods  in  the  treatment  of  juvenile 
delinquents. 

Before  his  work,  juvenile  delinquents  were 
treated  in  Europe  as  criminals,  and  the  thrust 
of  institutional  care  was  to  contain  and  punish 
them;  any  rehabilitation  was  secondary  to 
their  seeing  the  error  of  their  ways.  Using  his 
training  and  long  experience  in  psychoanaly- 
sis, Eichhorn  showed  that  the  root  cause  of 
juvenile  delinquency  was  in  most  cases  far  in 
the  past,  long  before  the  onset  of  the  aberrant 

OFFICE  FOR  SALE 
OR  LEASE 

500  Christiana  Medical  Center 

1200  Sq.  Ft.  medical  office  condo  in  Chris- 
tiana Medical  Center,  ocross  Rt.  7 from 
Christiana  Mall. 

MOVE-IN  CONDITION 

Prime  location,  just  off  1-95,  less  than  5 
minutes  from  Christiana  Hospital. 

IMMEDIATE  OCCUPANCY  AVAILABLE 
Please  Call 

738-5306 

To  Inquire 

(if  no  answer,  call  475-0928) 
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behavior.  It  was  the  result  of  changes  in  the 
child’s  personality  secondary  to  pathological 
family  relationships  which  deprived  him  of 
the  basic  minimum  needed  love,  tenderness 
and  security  in  his  formative  period.  The  key  to 
helping  the  child  was  to  recognize  the  problem, 
then  to  substitute  for  punishment  the  warm 
supportive  care  of  the  educator  who  worked 
through  intense  empathetic  attachment. 

The  book  is  full  of  vivid  detailed  case  histo- 
ries,  and  is  great  reading. 

David  Platt,  M.D. 

INTENSIVE  INSULIN  THERAPY,  by  David 
Schade,  M.D.,  Julio  V.  Santiago,  M.D.,  Jay  S. 
Skyler,  M.D.,  and  Robert  A.  Rizza,  M.D.,  The 
Medical  Examination  Publishing  Company,  Inc., 
New  Hyde  Park,  New  York,  1 983. 341  pp.  Price 
$40.00. 

In  the  last  five  years,  there  has  been  in- 
creased interest  in  “tight  control”  of  blood 
sugars  in  diabetic  patients.  Initially,  develop- 
ment of  home  glucose  monitoring  techniques 
made  tight  control  a possibility.  Recent  advan- 


ces in  our  understanding  of  insulin  pharmaco- 
kinetics and  glucose  homeostatic  mechanisms 
have  improved  our  ability  to  approach  normo- 
glycemia  in  the  diabetic.  The  role  of  diet  and 
exercise  in  the  program  have  also  been  exten- 
sively investigated.  Most  recently,  a prolifera- 
tion of  insulin  delivery  systems  has  created  an 
image  of  biomechanical  engineering  overcom- 
ing the  complexities  of  diabetic  management. 

These  advances,  both  perceived  and  real, 
have  been  summarized  in  this  book.  The 
authors  are  all  very  high  profile  authorities 
who  are  responsible  for  many  of  our  popular 
conceptions  of  how  diabetes  should  be  manged 
today.  The  title  of  the  book  is  misleading  in 
that  the  authors  are  really  discussing  ways  to 
maintain  normoglycemia  in  diabetics.  Each 
chapter  in  the  book  is  prefaced  with  an  ab- 
stract. Although  diet  and  exercise  have  a place 
in  this  book,  it  is  a relatively  small  one.  There 
are  short  but  up-to-date  discussions  of  diabetes 
in  pregnancy  and  the  use  of  insulin  infusion 
systems.  The  literary  style  is  surprisingly  even 
considering  the  number  of  authors,  and  al- 


Wilmington  Physical  Therapy 

“For  a healthier  outlook” 

We  wish  to  take  this  opportunity  to  share  our  positive  management 
approach  to  orthopaedic  injury.  We  stress: 
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• focus  on  causes 

• prevention  through 

• patient  responsilibity 
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symptom  reduction 
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• work-related  rehabilitation 

• individualized  treatment 
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Daily  Hours:  Call  for  Appointment 

Wilmington,  DE  19806 
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though  individual  chapters  were  obviously 
written  by  the  one  author  who  has  an  interest 
in  the  area,  individual  credits  for  chapters  are 
not  provided. 

This  book  will  not  provide  new  information 
for  the  practitioner  who  has  kept  up  with  the 
area,  but  it  is  a state  of  the  art  review  for  those 
interested  in  the  aggressive  approach  to  con- 
trol of  diabetes. 

William  L.  Jaffee,  M.D. 

IN  VITRO  FERTILIZATION  AND  EMBRYO 
TRANSFER,  edited  by  Markku  Seppala  and 
R.G.  Edwards,  Annals  of  the  New  York 
Academy  of  Sciences,  Volume  442,  New  York, 
1984.  607  pp.  Price  $140. 

This  book  is  the  compilation  of  papers  pre- 
sented at  the  third  World  Congress  on  in  vitro 
fertilization  (IVF),  held  in  Helsinki  in  1984. 
Edited  by  two  of  the  outstanding  names  in 
IVF,  it  presents  the  work  of  IVF  researchers 
from  leading  programs  world  wide.  The  reader 
is  assumed  to  have  a basic  understanding  of 
the  IVF  process. 

The  papers  are  divided  among  15  topics, 
ranging  from  Maturation  of  Mammalian  Germ 
Cells  to  New  Developments,  Technical  Aspects, 
and  Clinical  Management.  Although  papers 
tend  to  emphasize  issues  of  basic  science  and 
cell  biology  pertinent  to  IVF,  all  aspects  of  the 
technique  — including  psychologic,  social, 
and  ethical  considerations  — are  covered.  The 
chapters  tend  to  be  quite  short  and  to  the  point, 
and  are  generally  well-written.  A tremendous 
amount  of  information  is  presented,  much  of 
which  was  state-of-the-art  in  1984.  As  one 
might  expect  from  such  a symposium,  many 
interesting  questions  are  discussed,  including 
the  effects  of  follicular  fluid  toxins  on  fertility 
and  of  sonographic  follicle  monitoring  on  the 
oocyte,  the  cryopreservation  of  human  em- 
bryos, IVF  in  the  perimenopausal  female,  and 
whether  the  short  luteal  phase  is  necessarily  a 
defective  luteal  phase. 

This  emphasis  on  recent,  unanswered  ques- 
tions makes  In  Vitro  Fertilization  and  Embryo 
Transfer  a valuable  resource  for  the  endocrin- 
ologist seriously  interested  in  IVF.  Unfortu- 
nately, the  book’s  steep  price  makes  it  an 
unwise  investment  for  residents  or  for  physi- 
cians not  directly  involved  in  an  IVF  program. 

Robert  Howe,  M.D. 
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MAJ  CAROL  NICHOLS 
(302)  328-8653 
1-800-292-9608  in  DE 


The  Guard  is 
America  at  its  best. 


fW7l— 

NATIONAL 

GUARD 


365 


Recognizing 

your 

needs 


Simon  Master  & Sidlow,  PA  Certified  Public 
Accountants  understand  the  changing  needs 
of  growing  businesses  Call  on  us  for 
Accounting  » Auditing  * Tax  Consulting  » 
Management  Advice  * Tax  Shelter  Analysis  * 
Business  Sales  and  Acquisition  » Financial 
Planning*  Computer  Selection 

For  complete  information,  phone  or  write 

Simon 
Master 
£r  Sidlow 
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Medical  Practice  Sales 


Listed  below  are  a few  available  practices: 

• Allergy  - Large  Philadelphia  practice 

• FP  + Int  Med.  - Two  Philadelphia  practices 

• Internal  Medicine  - Arizona;  Bethesda, 
Maryland;  large  practice  in  Western 
Pennsylvania 

• Orthopedic  Surgery  - Western 
Pennsylvania 

• Pediatrics  - Colorado;  Eastern  Pennsyl- 
vania and  Southern  New  Jersey 

• Surgery  - New  Jersey 

WE  SPECIALIZE  IN  THE  VALUATION  AND 
SELLING  OF  MEDICAL  PRACTICES. 

IF  INTERESTED  IN  BUYING  OR  SELLING 
A MEDICAL  PRACTICE,  CONTACT 
OUR  BROKERAGE  DIVISION  AT: 

Health  Care 
Personnel  Consulting 

403  GBS  Building, 

Bala  Cynwyd,  Pa.  19004 
(215)  667-8630 


The  NAVY  is 

STRONG  MEDICINE 

The  United  States  Navy  Medical  Command  desires  physicians  who  want  to  practice  medicine...  not  be  business 
managers.  The  Navy  offers  specialists  quality  clinical  experience  and  professional  growth,  a very  comfortable 
lifestyle  without  financial  and  administrative  worries,  and  the  valuable  time  to  spend  with  family  and  friends  while 

planning  the  future. 

• GENERAL  SURGERY 

• PREVENTIVE  MEDICINE 

• OB  - GYN 

• CRITICAL  CARE 

• OTOLARYNGOLOGY 

• DIAGNOSTIC  RADIOLOGY 

• PSYCHIATRY 

• PEDIATRICS 

LOCATIONS 

23  modern  medical  facilities  nationwide  located  along  the  east  and  west  coast  as  well  as  nine  hospitals  overseas 
including  those  in  Japan,  Spain,  Italy  and  the  Phillippines. 

BENEFITS 

• Varied  clinical  experience 

• 30  days  annual  vacation 

• Full  malpractice,  medical/dental  coverage 

• Net  starting  salaries  from  $45,000  to  $55,000 

• Non-contributive  retirement  package  which  yields  approximately  $20,000  a year  after  20  years  of  service  or 

$30,000  after  30  years. 

MINIMUM  QUALIFICATIONS 

• State  license  • U.S.  Citizen 

• Graduate  of  AMA/AOA  medical  school 

• Excellent  professional  references 

For  complete  details  coll: 

Jim  Loncoske  at  (215)  568-2042  collect, 

or  send  curriculum  vitae  to:  Medical  Officer  Programs 

128  N.  Broad  St.  Philadelphia,  PA  19102 

366 


Del  Med  Jrl.  May  1986— Vol.  58,  No.  5 


In  Brief 


Impaired  Physician 
Program 


DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
BLE? The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654-1001. 
The  anonymity  of  the  caller  is  assured. 


Hameli  Receives  USC 
Dutton  Professorship 
in  Forensic  Medicine 


Secretary  of  Health  and  Social  Services  Thomas  P.  Eichler  announced  that  Dr.  Ali  Z. 
Hameli,  the  State  Chief  Medical  Examiner  and  Director  of  Forensic  Sciences  Labora- 
tory, was  invited  to  accept  the  University  of  Southern  California,  School  of  Medicine, 
1986  Dutton  Professorship  in  Forensic  Medicine.  Dr.  Hameli  lectured  on  various  topics 
of  forensic  interest  on  April  28  and  29,  1986. 


CLINICAL  MEETINGS  AND  NOTICES 
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ACCP’s  Scientific 
Assembly 


American  Heart 
Association’s 
National  Research 
Support  Programs 


Health  Policy 
and  Management 
Summer  Program 


Impact  of 
Routine  HTLV-III 
Antibody  Testing 


The  American  College  of  Chest  Physicians  will  be  holding  their  52nd  Annual  Scien- 
tific Assembly  September  22-26,  1986  in  San  Francisco  at  the  San  Francisco  Hilton 
Hotel  and  Tower.  Advance  program  books  are  available  at  this  time.  Deadline  for 
meeting  attendance  registration  is  August  15,  1986.  For  more  information,  please 
contact  Phyllis  J.  Anderson,  Public  Relations,  American  College  of  Chest  Physicians, 
911  Busse  Highway,  Park  Ridge,  Illinois,  60068-2375. 

The  American  Heart  Association’s  National  Research  Support  Program  deadlines  are 
drawing  close,  there  are  four  programs  available  to  individuals  interested  in  cardio- 
vascular or  related  research:  The  British-American  Research  Fellowship,  deadline 
July  1,  1986;  Established  Investigators,  deadline  July  1,  1986;  Clinician  Scientist 
Awards,  deadline  July  1, 1986;  and  Grants-in-Aid,  deadline  October  1, 1986.  For  more 
information,  please  contact  the  Division  of  Research  Programs,  American  Heart 
Association,  7320  Greenville  Avenue,  Dallas,  Texas,  75231,  (214)  750-5453. 


“Medical  Technology  Assessment  for  Health  Professionals”  will  be  the  topic  of  a 
special  summer  program  offered  by  the  faculty  of  the  Sloan  School  of  Management  as 
part  of  the  1986  MIT  Summer  Session.  The  program  will  be  held  June  16-20,  1986. 
Continuing  medical  education  credit  for  the  program  is  being  offered  by  the  Office  of 
Continuing  Education  at  Tufts  University  School  of  Medicine.  A detailed  description 
of  the  program  is  available  upon  request  from  the  Director  of  the  Summer  Session, 
Room  E19-356,  Massachusetts  Institute  of  Technology,  Cambridge,  Massachusetts, 
02139.  The  program  is  open  to  all  health  care  professionals,  policymakers,  and  scien- 
tists. There  are  no  specific  prerequisites. 

There  will  be  a National  Institutes  of  Health  conference  on  The  Impact  of  Routine 
HTLV-III  Antibody  Testing  on  Public  Health,  July  7-9,  1986,  at  the  Warren  Grant 
Magnuson  Clinical  Center,  National  Institutes  of  Health,  Bethesda,  Maryland.  The 
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In  Brief 


conference  is  sponsored  by  the  National  Heart,  Lung,  and  Blood  Institute,  The  Centers 
for  Disease  Control,  the  Food  and  Drug  Administration  and  others.  Discussion  will 
center  on  questions  concerning  experience  with  routine  HTLV-III  antibody  testing 
and  its  impact  on  the  public  health  of  the  nation.  The  consensus  conference  will  bring 
together  biomedical  investigators,  blood  bank  specialists,  clinicians,  consumers,  and 
representatives  of  public  interest  groups.  Following  two  days  of  presentation  by  medi- 
cal experts  and  discussion  by  the  audience,  a Consensus  Panel  will  weigh  the  scientific 
evidence  and  formulate  a draft  statement  in  response  to  several  key  questions.  To 
register  to  attend  the  conference,  contact  Ms.  Barbara  McChesney,  Prospect  Assoc- 
iates, 2115  East  Jefferson  Street,  Suite  401,  Rockville,  Maryland  20852,  or  telephone 
(301)  468-6555. 

Su|:^ort  Group  for  The  State  Division  of  Aging  operates  an  Alzheimer’s  resource  center  in  the  CT  Build- 

Care-Givers  for  ing  on  the  grounds  of  Delaware  State  Hospital,  Du  Pont  Highway  between  Wilmington 
Alzheimers’  Disease  and  Hares  Corner.  James  D.  Lynch  is  coordinator  of  the  center,  which  includes  a 
library,  a package  of  information  on  the  disease  and  names  of  support-group  leaders 
around  the  state.  The  center  is  open  Monday  through  Friday  from  8 a.m.  to  4:30  p.m. 
There  are  13  support  groups  that  can  help  relatives  of  Alzheimer’s  victims,  seven  of 
them  specifically  for  that  disease,  and  six  that  are  more  general  in  nature. 

Plastic  Surgeons  The  Third  Annual  Meeting  of  the  Northeastern  Society  of  Plastic  Surgeons,  Inc.  will  be 
Meeting  held  at  the  Hyatt  Regency  Hotel  - Inner  Harbor,  Baltimore,  Maryland,  September 
25-27,  1986.  The  Northeastern  Society  is  an  established,  growing  and  enthusiastic 
organization  devoted  to  education  and  fellowship.  For  more  information,  please  con- 
tact Thomas  S.  Davis,  M.D.,  Secretary,  Milton  S.  Hershey  Medical  Center,  Division  of 
Plastic  Surgery,  Box  850,  Hershey,  Pennsylvania,  17033,  (717)  534-8371. 

^ Fourth  Annual  “Managing  the  Quality  of  Laboratory  Test  Results  in  a Changing  Health  Care 
Institute  on  Critical  Environment”,  will  be  tbe  topic  of  the  Fourth  Annual  Centers  for  Disease  Control 

Issues  in  Health  Institute  on  Critical  Issues,  to  be  held  September  14-19, 1986,  at  Spring  Hill  Conference 
Laboratory  Practice  Center,  Wayzata,  Minnesota,  a suburb  of  Minneapolis.  The  Institute  format  will 
consist  of  plenary  and  small  group  discussions  and  invited  presentations  in  day  and 
evening  sessions.  Participants  representing  the  perspectives  of  the  user  and  the  pro- 
vider, the  academic  and  service  communities,  and  government  and  industry  will  define 
and  develop  their  role  and  relationship  to  identified  issues.  Participants  will  clarify 
and  refine  issues  by  drawing  heavily  on  their  own  experiences  and  those  of  colleagues. 
Conclusions  and  recommendations  will  he  published.  For  information,  contact:  Miss 
Betty  V.  Addison,  Institute  Logistics  Coordinator,  Laboratory  Program  Office,  24 
Executive  Park,  Centers  for  Disease  Control,  Atlanta,  Georgia,  30329. 

National  Forum  The  AMA  is  sponsoring  a special  program  for  physicians  whose  work  in  patient  care  or 
for  Employed  administration  is  in  any  way  managed  hy  others.  This  forum  presents  a unique 
Physicians  opportunity  to  meet  with  a large  group  of  colleagues,  who  share  the  same  professional 
experience.  This  program  is  a first  effort  made  by  the  AMA,  in  developing  activities 
that  will  remain  in  step  with  physician  needs  as  the  medical  environment  changes.  For 
more  information,  please  call  the  toll  free  number:  800-621-8335. 


Why  FEE-ONLY  Financial  Planning? 

A first  rate  financial  advisor  must  be  both  Impartial  and  knowledgeable. 
Impartial  In  considering  the  full  range  of  alternatives  for  your  financial  needs 
and  knowledgeable  In  selecting  the  proper  solution  for  those  needs.  A feer 
only  financial  advisor  does  not  accept  commissions  as  a form  of  compensa- 
tion. The  advisor  can  thus  be  Impartial  In  making  recommendations,  whether 
they  are  In  tax  planning,  Investments  or  other  areas  of  financial  planning. 

Find  out  more  about  fee-only  financial  planning  by  contacting: 

VINCENT  A.  SCHIAVI,  CFP 

33  C TROLLEY  SQUARE  (302)  656-4472 
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KUDOS  FOR  THE  MEDICAL  PROFESSION 


In  the  past  ten  years  a series  of  new  prob- 
lems, and  a resurgence  of  some  old  ones  have 
beset  the  medical  community.  Attempts  at 
government  control  of  the  practice  of  medi- 
cine, the  availability  of  liability  insurance, 
relations  with  third  party  payors  (Government 
and  private  enterprise),  the  over-supply  or  lack 
of  physicians  and  questions  relating  to  the 
activity  of  para-medical  personnel  have  been  a 
recurring  theme.  To  paraphrase  an  old  line,  it 
is  hard  to  figure  how  to  drain  the  swamp  when 
you  are  up  to  your  eyeballs  in  alligators. 

As  I review  the  American  Medical  News,  the 
AMA  Journal,  and  our  own  Delaware  Medical 
Journal,  I have  become  convinced  of  two 
things: 

We  continue  to  deal  with  the  problems  which 
beset  us  as  a profession  in  a meaningful  way. 
For  example,  the  liability  crisis,  which  seemed 
for  years  to  zero  in  on  the  medical  profession, 
has  demonstrated  to  be  a systemic  disease  — 
now  business,  lawyers,  accountants,  as  well 
as  governmental  units  feel  the  sting  of  the 
increased  costs  of  insurance,  or  the  unavail- 
ability of  insurance.  Maybe  the  threat  of  law- 
suits against  little  league  baseball  organiza- 
tions has  disclosed  the  length  and  breadth  of 
the  problem.  But  seemingly,  help  is  on  the  way. 
Our  friends  and  neighbors  seem  more  apt  to 
talk  about  tort  reform  than  ever  before  in  the 
history  of  our  country. 

We  have  been  so  preoccupied  with  the  prob- 
lems with  which  we  have  had  to  deal  that  we 


have  not  reflected  upon  the  quality  or  accomp- 
lishments of  the  people  in  our  profession. 

Most  recently,  the  media  have  reported,  with 
little  fanfare,  that  following  the  disaster  at 
Chernobyl  the  Russians  asked  for  and  received 
the  aid  of  American  physicians.  American 
physicians  are  leaders  in  the  battle  over  the 
destructive  use  of  tobacco  products.  Medical 
volunteers  from  our  community  and  other 
American  communities  have  gone  to  the  under- 
developed countries  of  the  world.  Organ^irdns- 
plants  and  fertilization  techniques,  which  oi^e 
would  have  been  regarded  as  miracles,  are 
being  done  on  an  almost  routine  basis. 

Yes,  we  have  warts,  and  also  some  blem- 
ishes, but  we  can  be  proud,  not  just  of  the  scien- 
tific achievements  of  the  members  of  our  pro- 
fession, but  also  of  the  social  consciousness  we 
have  demonstrated. 

I have  not  meant  these  notes  to  be  a cata- 
logue "of  the  accomplishments  of  the  medical 
profession,  but  simply  a selection  of  current 
activities  to  demonstrate,  after  all,  that  medi- 
cine continues  to  be  the  noblest  profession  of 
them  all. 


DOCTOR.  PLANNING  TO  RELOCATE? 

If  you  are  moving,  or  planning  to,  please  let  us  know  so  that  you  won’t 
miss  a single  issue  of  the  Journal.  Just  fill  out  the  form  and  mail  it  to: 
Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Del- 
aware 19806. 

OLD  ADDRESS: 

NEW  ADDRESS: 

NAME 

NAME 

ADDRESS  

ADDRESS  

CITY  

CITY  

STATE ZIP  CODE 

STATE ZIP  CODE 

TELEPHONE  

TELEPHONE  

DATE  EFFECTIVE 

INTRODUCING 

MEDICAL  WRITERS  ASSOCIATED 

• conducting  research  and  literature  searches 

• ghostwriting  preclinical  and  clinical  papers  for  presentation  or  publication 

• editing  and  rewriting  existing  manuscripts 

• consultation  on  or  management  of  small  symposia,  from  initial  organization 
through  publication  of  proceedings 

For  More  Information  or  References,  Please  Call 

302-454-8643 

We  are  new  in  Delaware  but  known  around  the  world! 

Medical  Writers  Associated,  P.O.  Box  3674,  Greenville,  DE  19807 
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▼ V hen  your  company 
has  the  BlueMax  choices,  its  a 
straight  drive  to  the  broadest 
range  of  high-quality  health  care 
coverage.  Blue  Cross  Blue  Shield 
can  help  you  avoid  the  traps  of 
ever-increasing  health -benefit 
expenses.  In  fact,  BlueMax 
cost-containment  features  saved 
Delaware  employers  more  than 
$25  million  last  year! 

Make  the  BlueMax  strategy 
work  for  your  company. . . 
maximum  health  coverage 
choices  at  maximum  savings 
from  Blue  Cross  Blue  Shield  of 
Delaware.  Call  your  represen- 
tative today. 
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ACQUIRED  IMMUNE  DEFICIENCY 
SYNDROME  IN  DELAWARE:  EXPERIENCE 
WITH  OPPORTUNISTIC  INFECTIONS  AND 
MALIGNANCIES  IN  33  PATIENTS 


Dean  L.  Winslow,  M.D. 
William  A.  Taylor,  M.D. 


In  early  1981,  physicians  in  New  York  City 
and  San  Francisco  simultaneously  began 
noticing  the  appearance  of  unusual  malignan- 
cies and  severe  opportunistic  infections  in 
previously  healthy  individuals  with  no  obvious 
predisposing  factors  for  immunodeficiency. 
Over  the  next  year  similar  cases  were  reported 
from  major  metropolitan  areas  throughout  the 
United  States, and  a handful  of  cases  were 
reported  in  Western  Europe.  Although  the  cau- 
sative agent  of  AIDS  (a  lymphotrophic  retro- 
virus, HTLV-III)  was  not  clearly  established 
for  at  least  two  additional  years,'’-^  it  was  read- 
ily apparent  that  an  epidemic  was  in  progress. 

Since  the  original  description  of  this  syn- 
drome, the  number  of  new  cases  has  increased 
at  a nearly  exponential  rate.  As  of  May,  1986, 
approximately  20,000  cases  of  AIDS  have  been 

Dr.  Winslow  and  Dr.  Taylor  at'e  in  the  Section  of  Infectious  Diseases. 
Department  of  Medicine.  The  Medical  Center  of  Delaware,  Wilmington. 
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reported  to  the  Centers  for  Disease  Control, 
and  it  is  estimated  that  the  number  of  cases 
will  double  in  approximately  12  months. 

Since  1981,  the  Infectious  Disease  Service  of 
The  Medical  Center  of  Delaware  has  been 
involved  in  the  care  of  33  patients  with  AIDS; 
the  first  case  was  seen  in  May,  1981.  In  this 
report,  we  will  discuss  the  clinical  manifesta- 
tions of  AIDS  and  our  experience  with  manage- 
ment of  the  multiple  problems  which  these 
initial  33  patients  present. 

General  characteristics  and  risk  factors  of 
our  patients  are  shown  in  Table  I.  Only  four  of 
our  patients  had  drug  abuse  as  risk  factors  for 
acquisition  of  AIDS,  although  we  have  evalu- 
ated several  drug  abusers  with  ARC  (AIDS- 
related  complex).  The  patient  with  transfusion- 
related  AIDS  acquired  her  infection  from  multi- 
ple transfusions  of  blood  products  during 
cardiac  surgery  performed  in  Philadelphia. 
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TABLE  I 

General  Characteristics  of  Patients 

Demographic  Data 

Age  range:  24-69  years 
Mean  age:  36.4  years 
Sex:  Male/Female  - 31/2 
Race: 

White  - 20 
Black  -10 
Hispanic-  3 
Risk  Factors* 

Homosexual/Bisexual  - 30  (91  %) 

IV  drug  abuse  - 4(12%) 

Transfusion  - 1(3%) 

Status  as  of  May  1,  1986 
Alive  - 13 
Dead  - 20 

*Some  patients  fell  into  more  than  one 
category. 

Opportunistic  infections  are  extremely  com- 
mon in  AIDS  patients,  and  can  be  varied  in 
their  presentation.  In  addition,  many  patients 
have  simultaneously  occurring  multiple  infec- 
tions from  opportunistic  pathogens,  which 
often  present  challenging  management  prob- 
lems. Major  clinical  problems  encountered  in 
our  patients  are  shown  in  Table  II. 

Fungal  Infections 

The  most  common  opportunistic  infection 
encountered  in  AIDS  patients  is  candidia- 
sis.This  generally  takes  the  form  of  severe 
oropharyngeal  involvement,  often  complica- 
ted by  esophagitis.  Figure  1.  Esophagitis  may 
occasionally  require  endoscopy  for  confirma- 
tion as  herpes  simplex  and  cytomegalovirus 
infections  may  cause  similar  clinical  presenta- 
tions and  similar  appearance  on  barium  con- 
trast studies.  In  our  experience,  topical  ny- 
statin therapy  of  mucocutaneous  candidiasis 
is  often  not  successful.  In  patients  who  toler- 
ate clotrimazole  troches,  we  have  often  found 
their  use  to  be  successful  in  suppressing  at 
least  oropharyngeal  disease.  Ketoconazole 
given  in  a dose  of  400  mg,  rather  than  200  mg 
daily,  is  generally  the  most  successful  form  of 
conservative  therapy  for  Candida  in  AIDS 
patients.  However,  once  significant  invasive 
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TABLE  II 

Opportunistic  Infections  and 
Malignancies  in  33  Patients 


Fungal  Infections 

Candida  31 

Oroesophageal 31 

Invasive  pulmonary 1 

Cryptococcus 6 

Disseminated  with  CNS 5 

Pulmonary  1 

Histoplasmosis  1 

Bacterial  infections 

Mycobacteria  4 

M.  avium-intercellulare 3 

M.  tuberculosis 1 

Camphylobacter  jejuni  (recurrent) 1 

Shigella  sonnei 1 

Parasitic  Infections 

Pneumocystis 23 

Giardia  2 

Cryptosporidia 2 

Toxoplasmosis 2 

Viral  Infections 

Herpes  virus  infections 10 

CMV 2 

Herpes  simplex 8 

Molluscum  contagiosum 1 

Nervous  System  Manifestation  of  HTLV-III 

Encephalopathy 7 

Myelopathy/neuropathy 3 

Miscellaneous  Clinical  Manifestations 

Idiopathic  malabsorption  4 

ITP 1 

Autoimmune  hemolytic  anemia 1 

Glomerulonephritis 1 

Malignancies 

Poorly  differentiated  lymphocytic 

lymphomas  3 

Diffuse  histiocytic  lymphoma  involving 

CNS 1 


esophageal  disease  occurs,  we  have  found  that 
this  infection  is  often  refractory  to  either  clo- 
trimazole or  ketoconazole  and  requires  ther- 
apy with  a short  course  of  intravenously 
administering  amphotericin  B.  Generally, 
relatively  low  doses  such  as  0.3  mg/kg/day 
given  for  as  little  as  five  to  seven  days  provide 
very  dramatic  relief  of  symptoms,  and  radio- 
graphic  resolution  of  the  lesions  on  barium 
esophagram. 
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FIGURE  1 


Barium  esophagram  showing  esophagitis  due 
to  Candida. 


We  have  encountered  disseminated  crypto- 
coccal  infections  with  central  nervous  system 
involvement  in  five  of  our  patients.  In  AIDS 
patients  with  cryptococcal  meningitis,  the  al- 
most complete  absence  of  cellular  response  in 
the  spinal  fluid  despite  the  presence  of  extreme- 
ly high  titers  of  cryptococcal  antigen  and  posi- 
tive India  Ink  preparations,  has  been  strik- 
ing." In  addition,  in  four  of  the  five  AIDS 
patients  we  cared  for,  the  organism  was  easily 
recovered  from  lysis-centrifugation  blood  cul- 
tures and  from  the  urine,  with  high  polysac- 
charide antigen  titers  being  detectable  in  blood 
and  urine  as  well  as  CSF. 

Despite  a recent  report  describing  a poor 
outlook  in  AIDS  patients  with  cryptococcal 
disease,'^  the  patients  we  managed  with  this 
infection  have  done  very  well  with  initial 
therapy  and  retreatment  for  cryptococcal  dis- 
ease. In  only  two  of  the  patients  was  crypto- 
coccal infection  the  likely  cause  of  death.  We 
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have  employed  standard  therapy  (amphote- 
ricin B.  0.3mgAg/day  plus5flucytocine  150mg/kg/ 
day  for  six  weeks)  in  these  patients,  although 
relapse  has  occurred  which  required  retreat- 
ment in  two  of  them.  An  additional  patient 
with  cryptococcal  disease  is  still  receiving  his 
initial  course  of  treatment.  Recently,  Arm- 
strongi^  has  suggested  that  patients  who  have 
received  initial  therapy  for  cryptococcal  menin- 
gitis in  the  setting  of  AIDS  be  continued  on 
low  doses  of  maintenance  amphotericin  B 
administered  once  or  twice  weekly, 
indefinitely. 

Isolation  of  cryptococci  from  the  lung  in  any 
immunocompromised  patient  should  prompt 
a search  for  disseminated  and/or  CNS  involve- 
ment. AIDS  patients  with  “isolated”  pulmo- 
nary cryptococcal  infection  should  probably 
be  treated  the  same  as  those  documented  with 
disseminated  disease. 

Histoplasmosis  is  an  unusual  infection  com- 
plicating AIDS."-^^  One  of  our  early  patients  (a 
man  referred  from  Kent  County)  had  dissemi- 
nated histoplasmosis  initially  presenting  as 
bulky  intestinal  and  mesenteric  involvement. 
He  responded  well  to  a 2 gm  course  of  ampho- 
tericin B,  but  later  died  of  encephalopathy  due 
to  HTLV-III. 

Bacterial  Infections 

Disseminated  mycobacterial  infections  have 
been  extensively  documented  in  the  setting  of 
AIDS.^®  " Three  of  our  patients  had  dissemi- 
nated M.  avium  and  in  one  of  the  patients  this 
infection  probably  contributed  to  death.  Extra- 
pulmonary  (peritoneal)  infection  with  M.  tuber- 
culosis was  encountered  in  one  of  our  patients. 

Infections  due  to  M.  tuberculosis  in  AIDS 
patients  clearly  respond  well  to  standard  two- 
drug  therapy.  Because  of  their  relative  safety 
and  good  myobactericidal  action,  we  gener- 
ally advise  treatment  with  INH  and  rifampin. 
Treatment  of  M.  avium  infections  remains 
unsatisfactory,  although  two  new  experimen- 
tal drugs,  ansamycin  (a  rifampin  derivative) 
and  clofazimine  show  promise.  Imipenem/ 
cilastatin  and  amikacin  may  also  be  partially 
effective  when  given  in  combination  with 
usually  2-4  antituberculous  drugs. 

Recurrent  infections  due  to  Salmonella 
species  have  been  described  in  several  AIDS 
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patients  reported  in  the  literature.^®  We  have 
not  yet  encountered  this,  but  we  had  one 
patient  with  relapsing  infection  associated 
with  Shigella  sonnei  who  was  eventually  cured 
with  trimethoprim/sulfamethoxazole,  and 
another  patient  with  relapsing  infection  with 
Campylobacter  jejuni,  cured  with  a third 
course  of  oral  erythromycin. 

Parasitic  Infections 

Probably  the  most  common  life  threatening 
infection  in  AIDS  patients  is  Pneumocystis 
carinii  pneumonia.  It  is,  of  course,  of  historical 
interest  that  this  infection,  because  of  its 
severe  nature  and  previous  confinement  to 
immunocompromised  hosts,  initially  focused 
attention  on  the  entity  AIDS.  Although  we 
have  occasionally  seen  atypical  presentation 
of  Pneumocystic pneumonia  in  AIDS  patients 
with  initially  focal  infiltrates,  the  most  com- 
mon presentation  remains  an  interstitial  pneu- 
monia, Figure  2,  although  the  disease  tends  to 
present  in  a more  indolent  fashion  in  AIDS 
patients.  As  has  been  emphasized  in  reviews 
of  Pneumocystis  pneumonia  in  other  immuno- 
compromised patients,^^’^^  the  chest  x-ray  may 
initially  be  normal.  The  most  sensitive  early 
test  is  the  determination  of  arterial  blood 
gases.  In  interstitial  pneumonia  due  to  Pneu- 
mocystis, and  often  from  other  pathogens  as 
well,  an  early  sign  is  the  presence  of  an 
increased  alveolar-arterial  oxygen  gradient. 

In  most  of  our  patients,  the  diagnosis  of 
Pneumocystis  carinii  pneumonia  was  con- 
firmed by  bronchoscopy. In  our  institution, 
the  pulmonary  specialists  generally  perform  a 
combination  of  washings,  brushings  and  mod- 
ified broncho-alveolar  lavage.  If  no  hemostatic 
problems  are  present,  a transbronchial  biopsy 
is  often  also  done.  In  one  patient,  the  diagnosis 
could  not  be  confirmed  by  these  bronchoscopic 
techniques  and  an  open  lung  biopsy  was  per- 
formed. Because  of  the  large  numbers  of  organ- 
isms present  in  AIDS  patients,  we  have  occa- 
sionally been  able  to  diagnose  Pneumocystis 
pneumonia  on  GMS  stains  of  expectorated 
sputum. 

While  some  institutions  in  the  San  Fran- 
cisco and  New  York  metropolitan  areas  have 
been  overwhelmed  with  AIDS  patients  and  no 
longer  place  these  patients  on  ventilatory 
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FIGURE  2 

Advanced  interstitial  pneumonia  due  to  Pneu- 
mocystis carinii. 


support,  our  experience  with  ventilatory  sup- 
port has  been  much  more  favorable.  Weaning 
from  the  ventilator  with  successful  extubation 
was  carried  out  in  all  but  one  patient,  and  in 
that  patient,  Pneumocystis  pneumonia  was 
superimposed  on  severe  interstitial  pneumo- 
nia due  to  cytomegalovirus. 

Although  we  have  not  encountered  the  high 
frequency  of  adverse  reactions  to  trimetho- 
prim/sulfamethoxazole that  other  investiga- 
tors in  caring  for  AIDS  patients  have 
reported, we  have  been  somewhat  dis- 
appointed with  the  efficacy  of  trimethoprim/ 
sulfamethoxazole  for  treatment  of  Pneumo- 
cystis carinii  in  AIDS  patients.  We  now  lean 
toward  using  pentamadine  as  initial  therapy 
in  all  AIDS  patients  with  Pneumocystis  carinii 
pneumonia,  and  certainly  if  there  has  been  no 
objective  response  to  3-5  days  of  trimethoprim/ 
sulfamethoxazole  treatment.  It  should  be  noted 
that  in  other  immunocompromised  patients 
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with  Pneumocystis  pneumonia,  trimethoprim/ 
sulfa  appears  to  be  equally  effective  and  prob- 
ably much  less  toxic  than  pentamadine/^-^*^ 
Although  pentamadine  is  notorious  for  pro- 
ducing hematologic  abnormalities,^^  renal  and 
hepatic  dysfunction  as  well  as  hypoglycemia 
and  diabetes,^®  the  incidence  of  these  problems 
in  our  hands  has  been  very  low.  Currently,  in 
AIDS  patients,  we  would  recommend  the  use 
of  pentamadine  4 mg/kg/day  given  intraven- 
ously for  21  days  rather  than  the  standard  14 
day  course  of  treatment.  The  role  of  follow-up 
therapy  with  oral  trimethoprim/sulfametho- 
xazole is  somewhat  uncertain.  This  has  actu- 
ally not  been  necessary  in  any  of  our  AIDS 
patients  with  Pneumocystis  pneumonia,  as 
relapses  in  the  varying  periods  of  follow-up 
have  been  unusual  and  suspected  in  only  one 
case. 

Another  potential  objection  to  the  use  of 
long  term  “suppressive”  therapy  with  trimetho- 
prim/sulfamethoxazole is  that  it  unquestion- 
ably increases  the  susceptibility  of  superinfec- 
tion with  yeast.  In  fact,  in  one  of  our  earlier 
AIDS  patients  with  Pneumocystis  pneumo- 
nia, who  was  initially  treated  with  trimetho- 
prim/sulfamethoxazole, the  development  of 
invasive  pulmonary  disease  due  to  Candida 
necessitated  the  co-administration  of  systemic 
amphotericin  B.  It  should  be  emphasized  that 
there  is  never  an  advantage  in  combining  pen- 
tamadine with  trimethoprim/sulfa.^^ 

Intestinal  parasitic  infections  are  common 
in  both  healthy  homosexuals  and  AIDS 
patients.  Infections  due  to  Entameba  histolyt- 
ica and  Giardia  lamblia  both  responded  well 
to  standard  therapy.  Both  of  our  AIDS  patients 
with  giardiasis  responded  well  to  either  quina- 
crine  or  metronidazole.  Coccidia  such  as  Cryp- 
tosporidia and  Isospera  species  have  long  been 
recognized  as  causative  agents  of  self-limited 
diarrheal  disease  in  immunocompetent  patients 
and  domestic  animals.  However,  in  AIDS 
patients  these  organisms  and  occasionally 
related  Microsporidia  have  been  implicated 
in  severe,  protracted,  often  fatal  watery  diar- 
rhea.^^’^"*  In  addition,  extraintestinal  involve- 
ment has  been  described. One  of  our  earlier 
patients  was  subsequently  admitted  to  Maine 
Medical  Center  where  laparotomy  disclosed 
extensive  involvement  of  the  gallbladder  and 
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bile  ducts  with  Cryptosporidia  and  CMV.  We 
later  admitted  one  of  our  AIDS  patients  to 
the  hospital  with  acute  pancreatitis,  which 
responded  to  conservative  treatment.  This 
patient,  who  experienced  intermittent  mild 
diarrhea,  had  been  known  to  previously  excrete 
Cryptosporidia  in  his  stool.  We  postulate  that 
he  had  cryptosporidial  involvement  of  his 
pancreatic  ducts.  Although  a macrolide  anti- 
biotic, spiramycin,  was  initially  anecdotally 
reported  to  be  effective  in  a small  number  of 
AIDS  patients  with  cryptosporidiosis,  most 
authorities  now  feel  that  there  is  no  effective 
treatment  at  present.^^  It  should  be  noted  that 
spiramycin  has  no  activity  in  vitro  or  in 
animal  models  of  cryptoscoridiosis. 

Central  nervous  system  toxoplasmosis  has 
been  described  as  a frequent  opportunistic 
infection^*’’^'^  in  AIDS  patients  and  was  docu- 
mented at  autopsy  in  the  initial  recognized 
AIDS  case  in  Delaware  in  1981.  In  addition  to 
involvement  of  the  central  nervous  system, 
this  patient  had  involvement  of  the  pancreas 
and  lungs.  A second  patient  with  CNS  toxo- 
plasmosis was  treated  by  our  group  in  1983. 
He  had  several  fairly  large  discrete  mass 
lesions  on  CT  scan  associated  with  a hemi- 
paresis.  Figure  3.  These  lesions  rapidly  re- 
solved and  the  CT  scan  had  returned  to  nor- 
mal after  less  than  three  weeks  of  therapy 
with  sulfadiazine  and  pyrimethamine. 

Some  infectious  disease  specialists  have 
recommended  keeping  patients  with  toxoplas- 
mosis on  therapy  with  pyrimethamine  and 
sulfa  indefinitely.'^  Unfortunately,  leukopenia 
is  often  a complication  of  this  approach  and 
requires  discontinuation  of  treatment.  Toxo- 
plasmosis in  AIDS  patients  presumably  occurs 
as  a result  of  reactivation  of  latent  infection. 
Accordingly,  IgM  class  antibodies  to  Toxo- 
plasma gondii  are  not  present  and  a typical 
AIDS  patient  with  central  nervous  system 
toxoplasmosis  has  relatively  low  titer  positive 
IgG  class  antibodies  to  toxoplasma  as  demon- 
strated by  either  IFA  or  enzyme  immunoassay. 

Viral  Infections 

in  AIDS  patients,  cytomegalovirus  remains 
a potentially  severe,  life  threatening  infection, 
for  which  there  is  no  effective  therapy.  As 
noted  above,  one  of  our  earlier  AIDS  patients 
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FIGURE  3 

Focal  encephalitis  due  to  Toxoplasma  gondii. 
Note  several  discrete  moss  lesions  deep  in  the 
substance  of  the  brain. 


died  with  interstitial  pneumonia  due  to  a 
simultaneous  infection  with  cytomegalovirus 
and  Pneumocystis  carinii.  A second  patient 
was  documented  to  have  invasive  CMV  dis- 
ease involving  lungs,  retina  and  liver.  This 
patient  was  subsequently  transferred  to  Maine 
Medical  Center  and  died  there. 

Infections  due  to  Herpes  simplex  virus  in 
AIDS  patients  represent  manageable  prob- 
lems. Although  the  severity  of  mucocutaneous 
infections  in  AIDS  patients  due  to  herpes  sim- 
plex is  greater  than  in  non-immunocompro- 
mised  patients,^®  they  do  respond  dramati- 
cally to  therapy  with  oral,  parenteral  and 
often  topical  acyclovir.  We  have  employed 
standard  doses  of  acyclovir  (15  mg/kg/day  in 
three  divided  doses)  for  serious  herpes  simplex 
infections  in  AIDS  patients  with  good  results. 


There  may  be  some  role  for  low  dose  suppres- 
sive therapy  with  oral  acyclovir.  However, 
the  use  of  continued  therapy  should  be 
individualized. 

Another  unusual  viral  infection  that  we 
encountered  in  one  AIDS  patient  was  the  pres- 
ence of  progressive  molluscum  contagiosum 
lesions.  Figure  4.  Although  the  patient  had 
very  few  symptoms  referable  to  the  extensive 
skin  eruptions,  they  were  quite  dramatic  in 
appearance  by  the  time  of  this  patient’s  death, 
due  to  progressive  neurologic  involvement 
from  HTLV-III  virus. 

Neurologic  Complications  Related  to 
HTLV-III 

Neurologic  involvement  in  AIDS  has  been 
well  emphasized  in  the  literature  to  date.  One 
of  the  more  common  neurologic  manifestations 
encountered  in  AIDS  is  progressive  encephalo- 
pathy due  to  involvement  of  the  central  nerv- 
ous system  by  the  HTLV-III  virus.^®’^°  Typi- 
cally, these  patients  develop  progressive 
apathy  which  initially  appears  to  be  a manifes- 
tation of  an  affective  disorder  (usually  depres- 
sion) related  to  the  medical  illness.  However, 
in  many  patients,  it  subsequently  becomes 
apparent  that  this  is  an  early  manifestation  of 
an  organic  brain  syndrome.  In  addition  to 
affective  dysfunction,  these  patients  display 
marked  loss  of  remote  and  recent  memory.  In 
one  of  our  early  AIDS  patients,  we  were  im- 
pressed with  the  late  development  of  myoclonic 
type  activity  suggestive  of  that  seen  in  Jacob- 
Creutzfeld  disease.  Cerebrospinal  fluid  find- 
ings in  HTLV-III  encephalopathy  are  gener- 
ally normal  or  show  only  minimally  elevated 
protein  with  normal  numbers  of  cells.  Obvious- 
ly, CSF  abnormalities  can  also  be  related  to 
concomitant  infection  with  cryptococcus, 
toxoplasmosis  or  other  specific  entities  in  addi- 
tion to  the  HTLV-III  encephalopathy. 

Recently,  myelopathy  due  to  HTLV-III  has 
been  described. In  one  of  our  9 recent  AIDS 
patients,  a progressive  peripheral  neuropathy 
was  documented  by  physical  examination 
and  EMG  with  nerve  conduction  studies.  No 
other  infections,  metabolic  or  other  cause  were 
found  and  it  was  presumed  that  HTLV-III  was 
the  cause  of  this,  although  a peripheral  nerve 
biopsy  was  not  performed. 
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FIGURE  4 

Widespread  molluscum 
contagiosum  lesions. 


Miscellaneous  Clinical  Manifestations 

We  have  encountered  an  idiopathic  mal- 
absorption syndrome  in  several  of  our  other 
AIDS  patients.  In  these  three  patients,  exten- 
sive investigations  including  upper  and  lower 
gastrointestinal  endoscopy,  multiple  stool 
examinations  for  enteric  pathogens,  x-ray  con- 
trast studies  and  biopsies  to  rule  out  malig- 
nancy were  all  negative.  In  two  of  the  three, 
peroral  small  bowel  biopsies  revealed  non- 
specific findings  such  as  villous  atrophy,  crypt 
hyperplasia  and  intra-epithelial  infiltration. 
Similar  findings  have  been  noted  by  others.'*^  '*^ 

Autoimmune  thrombocytopenic  purpura  was 
encountered  in  one  patient  approximately  nine 
months  before  he  developed  clinical  evidence 
of  AIDS  (cryptococcal  infection).  This  patient 
had  a partial  response  to  steroids  and  experi- 
enced complete  normalization  of  his  platelet 
count  following  splenectomy.  ITP  has  subse- 
quently been  described  as  a not  infrequent 
manifestation  of  HTLV-III  infection  and  often 
precedes  development  of  opportunistic  infec- 
tions.An  additional  AIDS  patient  under 
our  care  developed  an  autoimmune  hemolytic 
anemia  complicated  by  reticulocytopenia  that 
may  have  been  related  to  his  lymphoma.  Hema- 
tologic abnormalities  in  AIDS  have  been 
reviewed.^® 

Glomerulonephritis  was  strongly  suspected 
in  one  of  our  patients  as  a terminal  event, 
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although  not  confirmed  by  renal  biopsy.  This 
complication  of  AIDS  has  been  previously 
described. 

The  most  frequent  malignancy  we  encount- 
ered in  our  AIDS  patients  has  been  diffuse, 
poorly-differentiated  non-Hodgkin’s  lym- 
phoma which  occurred  in  four  patients,  one  of 
whom  had  involvement  of  the  central  nervous 
system  as  his  primary  manifestation.  One 
patient  with  a poorly  differentiated  diffuse 
lymphoma  predominantly  involving  the  pleura 
appeared  to  respond  partially  to  combination 
chemotherapy,  but  this  was  accompanied 
by  prolonged  pancytopenia  which  probably 
negated  any  beneficial  effect  of  treatment  on 
survival.  The  patient  with  the  primary  diffuse 
histiocytic  lymphoma  of  the  brain  clearly  bene- 
fitted  from  palliative  radiation  therapy  and 
corticosteroids.  The  prognosis  of  patients  with 
lymphoma  and  AIDS  is  universally  poor.'*®  ®® 

We  personally  have  not  encountered 
Kaposi’s  sarcoma  in  our  Delaware  AIDS  pa- 
tients; this  may  be  a reflection  of  referral 
patterns. 

Psychosocial  Considerations 

Patients  with  acquired  immune  deficiency 
syndrome  represent  tremendous  management 
problems  in  terms  of  diagnosis  and  treatment 
of  specific  infections  and  neoplastic  diseases, 
as  well  as  the  many  potential  psychosocial 
problems  that  this  disease  presents.  We  have 
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been  fortunate  in  Delaware  that  most  of  our 
patients  have  had  very  supportive  families 
and  friends.  In  addition,  the  gay  community 
has  worked  actively  with  the  Division  of  Public 
Health  and  with  our  service,  and  rendered 
assistance  with  these  patients  as  well. 

As  with  many  serious  diseases,  a potential 
problem  is  the  raising  of  unrealistic  expecta- 
tions in  patients  and  family  by  the  nearly 
weekly  announcements  in  the  lay  press  of 
(usually  unsubstantiated)  breakthroughs  in 
the  treatment  of  AIDS,  and  the  idea  that  an 
“AIDS  mecca”  must  exist  in  one  of  the  larger 
research-oriented  medical  centers.  In  reality, 
major  advances  in  the  treatment  of  HTLV-III 
disease  are  still  much  in  the  future.  Few  anti- 
viral protocols  are  currently  in  progress,  and 
even  fewer  are  willing  to  enroll  patients  from 
another  city. 

One  specific  problem  that  we  encountered 
more  often  in  the  earlier  years  of  our  dealing 
with  AIDS  patients  was  reluctance  of  medical 
personnel  to  care  for  these  patients.  This  has 
become  much  less  of  a problem  as  the  numbers 
of  AIDS  patients  cared  for  at  The  Medical 
Center  of  Delaware  and  St.  Francis  Hospital 
has  increased.  The  improvement  has  probably 
been  due  to  the  combined  efforts  of  education 
by  the  infection  control  nurses,  increased  gen- 
eral public  understanding  of  AIDS,  and  our 
own  efforts.  It  is  still  not  unusual,  however,  for 
a suspected  AIDS  patient  initially  to  be  arbi- 
trarily placed  in  complete  isolation  on  orders 
of  either  the  house  staff  or  nursing  staff.  As  is 
well  recognized  by  most  authorities  and  offi- 
cially recommended  by  the  CDC,  this  is  unnec- 
essary in  most  AIDS  cases  for  whom  the  only 
indicated  precautions  are  avoidance  of  direct 
contact  with  blood  and  body  fluids.  We  feel 
that  it  behooves  the  attending  physician  to 
openly  display  a caring,  compassionate  and 
understanding  attitude.  We  feel  that  it  has 
been  very  helpful  to  lead  by  example,  and  we 
deliberately  make  a point  of  not  wearing 
gowns,  gloves,  or  masks  when  performing 
routine  physical  examinations  on  these  pa- 
tients, and  we  try  daily  to  reassure  our  fellow 
health  care  professionals  of  the  low  order  of 
infectivity  of  this  problem. 

AIDS  remains  a challenging  clinical  prob- 
lem which  we  in  Delaware,  will,  unfortun- 
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ately,  have  to  continue  to  deal  with  for  the 
foreseeable  future.  It  is  to  be  hoped  that  further 
advances  in  basic  and  clinical  research  will 
begin  to  bear  fruit  in  the  future. 
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Paul  R.  Silverman,  Dr.P.H. 


Introduction 

Injuries  are  a major  public  health  problem 
in  the  United  States.  Among  persons  less  than 
45  years  old,  injuries  are  the  leading  cause  of 
death,  and  for  persons  aged  one  to  34  years, 
injuries  account  for  more  deaths  than  all  dis- 
eases combined. Injuries  are  the  leading 
reason  for  visits  to  physicians  and  cause  more 
hospitalizations  among  persons  younger  than 
45  years  old  than  all  other  causes.^  In  addition, 
injuries  cost  society  billions  of  dollars  annu- 
ally in  direct  and  indirect  costs. ^ 


i 

1 


Although  injuries  traditionally  have  been 
regarded  as  random,  unavoidable,  and  unpre- 
dictable, the  occurrence  and  severity  of  injur- 
ies is  influenced  by  such  demographic  factors 
as  age,  sex,  race,  and  environment.-  '*  Hence, 
injuries  can  often  be  predicted,  and  effective 
preventive  measures  designed. Although 
national  injury  data  are  helpful  in  highlight- 
ing the  relative  importance  of  injuries  to  pub- 
lic health  and  in  establishing  national  preven- 
tion priorities,  specific  injury  rates  and  effec- 
tive prevention  efforts  may  vary  by  person. 


Drs.  Rodriguez  and  Sattin  are  with  the  Division  of  Injury  Kpidemiology  and 
Control,  Public  Health  Service,  U.S.  Department  of  Health  and  Human 
Services.  Atlanta,  Georgia. 

Dr.  Silverman  is  a state  epidemiologist  with  the  Division  of  Public  Health, 
Bureau  of  Disease  Control.  State  of  Delaware.  Department  of  Health  and 
I Social  Services.  Dover.  Delaware. 


place,  time,  and  type  of  injury.  In  this  analy- 
sis, we  evaluate  the  relative  importance  of 
injuries  to  other  diseases  in  Delaware  and 
hope  that  the  information  will  guide  health 
planners  in  establishing  local  prevention 
priorities. 

Methods 

This  study,  encompassing  the  years  1978  to 
1982,  was  conducted  by  the  Division  of  Injury 
Epidemiology  and  Control  of  the  Centers  for 
Disease  Control  (CDC),  and  the  State  of  Dela- 
ware Division  of  Public  Health  (DDPH),  De- 
partment of  Health  and  Social  Services.  Mor- 
tality data  used  were  collected  by  DDPH’s 
Office  of  Visual  Statistics.  Underlying  causes 
of  injury -related  deaths  were  identified  by 
using  the  Supplemental  Classification  of 
External  Causes  of  Injury  and  Poisoning  (E 
codes)  of  the  International  Classification  of 
Diseases  (ICD).  For  1978,  we  used  E codes  for 
the  ninth  revision  of  ICD.  Although  number- 
ing for  individual  diagnoses  occasionally  dif- 
fered between  the  eighth  and  ninth  revisions 
of  ICD,  diagnostic  categories  were  similar  for 
the  two  versions.  E codes  800  to  999  were  used 
to  identify  injury  diagnoses. 

Census  data  for  1970  and  1980  were  pro- 
vided by  the  Delaware  Division  of  Planning, 
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Research,  and  Evaluation  (DPRE).  Linear 
interpolation  between  the  1970  and  1980  cen- 
suses produced  population  estimates  for  1978 
and  1979.  Population  projections  for  the  inter- 
censal  years  1981  and  1982  were  provided  by 
DPRE. 

Potential  years  of  life  lost  for  persons  less 
than  65  years  old  at  their  time  of  death  were 
derived  by  modifying  the  method  used  by  the 
CDC.®  The  age  at  time  of  death  was  subtracted 
from  age  65,  and  the  difference  was  summed 
for  all  persons  who  died  of  the  same  cause. 

Rates  presented  are  the  annual  average  for 

100.000  population  for  the  five  year  period 
1978  through  1982.  Rates  for  Delaware  coun- 
ties are  adjusted  by  age,  race,  and  sex  to  the 
1980  Delaware  population.  Overall  injury- 
specific  Delaware  mortality  rates  are  adjusted 
by  age,  race,  and  sex  to  the  1980  U.S.  popula- 
tion. The  number  of  deaths  is  expressed  as  the 
total  number  of  deaths  for  the  five  year  period. 
Data  on  race  are  presented  in  the  categories 
“white”  and  “nonwhite”  (or  “other  races”).  In 
1980,  blacks  comprised  90%  of  the  category 
“other  races.” 

Results 

In  Delaware,  1,728  injury-related  deaths 
occurred  between  1978  and  1982,  yielding  an 
overall  annual  injury -related  mortality  rate  of 

58.0  deaths  per  100,000  population.  Table  1. 
Overall,  the  male  injury  mortality  rate  was  2.8 
times  greater  than  the  female  injury  mortality 
rate.  In  general,  the  injury  mortality  rate  for 
non  white  men  was  1.2  times  greater  than  that 
for  white  men.  The  rates  between  races  among 
women  in  Delaware,  however,  did  not  differ. 


Injuries  followed  cardiovascular  disease, 
cancer,  and  infectious  diseases  as  the  fourth 
leading  cause  of  death  among  Delaware  resi- 
dents, Figure  1.  When  cause  of  death  was 
evaluated  by  years  of  potential  life  lost  before 
age  65,  however,  injuries  ranked  first  among 
all  causes  of  death  and  were  followed  by  con- 
genital conditions,  cancer,  and  cardiovascular 
disease.  Figure  2. 

Incidents  involving  motor  vehicles  (MVIs) 
were  the  leading  cause  of  injury -related  deaths 
in  Delaware,  followed  by  those  due  to  suicide, 
falls,  and  assault.  Figure  3.  Intentional  injur- 
ies (suicide  and  assault)  can  be  further  charac- 
terized by  type  of  injury  agent  involved  (sui- 
cide by  motor  vehicle,  firearm,  poisoning,  fall, 
etc).  When  intentional  injuries  in  Delaware 
were  characterized  by  the  type  of  injuring 
agent  involved  and  combined  with  uninten- 
tional injuries,  motor  vehicle  incidents  were 
still  the  leading  cause  of  death,  but  were  then 
followed  by  firearms,  falls,  and  poisoning. 

Overall  mortality  rates  were  highest  in  the 
15  - 24  year  old  and  the  65  year  old  or  older  age 
groups.  The  cause  of  injury -related  deaths  var- 
ied not  only  by  age,  but  also  by  the  sex  and 
race  of  the  victim.  Figure  4.  Generally,  non- 
white men  had  higher  injury  mortality  rates 
for  most  age  groups.  Among  persons  65  years 
or  older,  non  white  men  had  the  highest  injury 
mortality  rate,  and  this  was  more  than  twice 
the  rate  than  among  any  other  sex-race  groups 
in  this  age  category. 

Mortality  rates  for  specific  injury  types  dif- 
fered by  race.  Figure  5.  Mortality  rates  from 
suicide  and  falls  were  greater  for  whites  than 
for  nonwhites.  Mortality  rates  due  to  assault. 


Table  1 

Number  and  Rate*  of  Injury  Deaths  by  Race  and  Sex  in 
Delaware,  1978-198x 

Race  Male  Female  Total 


No. 

Rate 

No. 

Rate 

No. 

Rate 

white 

984 

83.2 

395 

31.4 

1,379 

56.5 

Nonwhite 

258 

102.7 

89 

31.7 

347 

65.2 

Total 

1,242 

86.7 

484 

31.4 

1,728 

58.0 

*per  100,000  population 


398 
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FIGURE  1. 

Seven  Major  Causes  of  Death 
Delaware,  1978-1982 
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CVS  =cardiovascular  disease 
G.l.  = gastrointestinal 


fire,  and  drowning  were  greater  for  nonwhites 
than  for  whites. 

Injury-specific  mortality  rates  for  the  two 
leading  causes  of  injury  death  in  Delaware 
varied  by  the  age,  sex,  and  race  of  the  victim. 
For  MVIs,  the  leading  cause  of  death  from 
injury  in  Delaware,  male  mortality  rates  were 
greater  than  female  mortality  rates  for  age 
groups  15-24  years  and  older.  Figure  6a.  For 
the  age  group  15  - 24  years,  white  males  had 

FIGURE  2. 

Potential  Years  of  Life  Lost  Before 
Age  65  from  Seven  Leading  Causes  of  Death 
Delaware,  1978-1982 


CVS=  cardiovascular  disease 
G.l.  = gastrointestinal 
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the  highest  mortality  rate.  Nonwhite  males 
had  the  highest  mortality  rate  due  to  MVIs 
overall,  and  for  persons  65  or  older,  they  had  a 
rate  almost  two  times  that  of  other  sex-race 
groups. 

For  suicide,  the  second  leading  cause  of 
injury  death  in  Delaware,  male  mortality  rates 
were  greater  than  suicide  mortality  rates  for 
most  age  groups.  Figure  6b.  Among  men,  the 
highest  suicide  mortality  rate  was  among  the 
65  and  older  age  group.  Among  females,  white 
women  had  a higher  rate  than  non  white  women. 
During  the  study  period,  no  suicide  deaths 
were  identified  among  women  65  years  or 
older. 

Mortality  rates  for  falls  and  assaults  in  Del- 
aware also  varied  by  the  age,  sex,  and  race  of 
the  victim.  Persons  65  years  of  age  or  older  had 
a higher  mortality  rate  from  falls  than  did 
other  age  groups.  Figure  6c.  Among  persons  65 
or  older,  whites  had  a higher  fall  mortality 
rate  than  non  whites. 

Assault-related  mortality  in  Delaware  was 
generally  higher  for  non  whites  than  for  whites. 
Figure  6d.  For  children  up  to  age  four,  non- 
white girls  had  an  assault  rate  more  than 
twice  that  of  white  children.  No  assault- 
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FIGURE  4. 

Injury  Mortality  Rate  by  Age  Group,  Race, 
and  Sex,  Delaware,  1978-1982 


related  deaths  were  identified  among  non- 
white boys  up  to  four  years  old;  however,  non- 
white males  had  the  highest  overall  assault 
mortality  rates  for  age  groups  of  15  to  24  years 
and  older. 

County  injury  mortality  rates  varied  by  type 
of  injury,  Figure  7.  Sussex  County  had  the 
greatest  injury  mortality  rate,  at  68.4/100,000 
population  of  the  three  Delaware  counties. 
Kent  County  had  the  lowest  rate,  at  42.5/ 
100,000  population,  and  New  Castle  County, 
including  the  City  of  Wilmington,  had  an 
intermediate  rate  of  55.6/100,000  population. 
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Sussex  County  had  the  highest  county  mortal- 
ity rates  for  motor  vehicle  incidents,  assaults, 
fires,  and  drownings,  whereas  New  Castle  had 
the  highest  mortality  rates  for  suicide,  falls, 
and  poisonings. 

It  is  difficult  to  calculate  accurate  injury 
mortality  rates  for  the  City  of  Wilmington 
alone.  Seventy-eight  percent  of  the  persons 
who  died  in  Wilmington  did  not  reside  there. 
Two-thirds  of  these  nonresidents  lived  in  sur- 
rounding New  Castle  County.  Since  most 
major  hospitals  and  medical  centers  in  New 
Castle  at  the  time  of  this  study  were  located  in 

Del  Med  Jrl,  June  1986— Vol.  58,  No.  6 


Injuries  as  the  Cause  of  Mortality  Among  Delaware  Residents,  1978-1982— Rodriguez 


FIGURE  5. 

Injury  Mortality  Rate  by  Type  of  Injury  and  Race 

Delaware,  1978-1982 


Wilmington,  many  injured  County  residents 
may  have  gone  to  Wilmington  hospitals;  their 
subsequent  deaths  would  be  coded  and  inter- 
preted as  injuries  occurring  in  Wilmington,  so 
mortality  rates  calculated  by  using  the  Wil- 
mington population  would  be  inappropriate. 

For  most  types  of  injuries,  mortality  rates  in 
Delaware  are  similar  to  national  mortality 
rates  from  injuries.  Table  2.  The  overall  assault 
mortality  rate  in  Delaware,  however,  is  66% 
lower  than  in  the  rest  of  the  United  States,  and 
the  unintentional  firearm  mortality  rate  in 
Delaware  is  33%  lower.  The  unintentional  poi- 


soning mortality  rate  in  Delaware,  however,  is 
28%  higher  than  the  national  rate. 

Discussion 

Our  findings  show  that  injuries  are  a major 
public  health  problem.  In  Delaware,  injuries 
do  not  cause  as  many  deaths  each  year  as 
cardiovascular  disease,  cancer,  or  infectious 
diseases;  however,  injuries  rank  as  the  leading 
cause  of  potential  years  of  life  lost  before  age 
65  in  Delaware.  Motor  vehicle  incidents  and 
suicide  are  the  two  leading  causes  of  death 
from  injury  in  Delaware,  as  they  are 
nationally.^ 
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FIGURE  6a 

Motor  Vehicle  Mortality  Rate 
by  Age,  Race,  and  Sex, 
Delaware  1978  - 1982 


rates,  could  reflect  the  small  size  of  the  numer- 
ator data  rather  than  a real  difference  in  mor- 
tality from  injury. 

Though  most  of  the  findings  in  Delaware 
injury  mortality  data  are  consistent  with 
national  data,  some  differences  are  notable. 
Non  white  men  65  years  old  or  older  have 
higher  mortality  rates  for  some  injuries  in 
Delaware  than  nationally.  In  the  United 
States,  mortality  rates  from  motor  vehicle 
incidents  are  greater  for  the  15  - 24  year  old 
group,  and  decline  with  age,  regardless  of  race. 
In  Delaware,  the  non  white  male  mortality  rate 
from  motor  vehicle  incidents  does  not  decrease 
with  age  and  is  highest  in  persons  65  years  of 
age  or  older.  Nationally,  the  non  white  male 
suicide  mortality  rate  is  highest  in  the  25  - 44 
year  old  group  and  then  declines  with  age  to 
about  1 1 .0/100,000  in  the  65  or  older  age  group. 
In  Delaware,  on  the  other  hand,  the  nonwhite 
male  suicide  mortality  rate  does  not  follow  this 
pattern  and  is  highest  in  persons  65  years  of 
age  and  older,  at  33.0/100,000.  Nationally, 
nonwhite  assault-related  mortality  rates  de- 
crease with  increasing  age,  but  in  Delaware, 
nonwhites  continue  to  have  an  elevated  rate 
as  they  age. 


Since  findings  in  this  report  are  derived 
from  the  complete  enumeration  of  all  deaths  in 
Delaware  during  the  study  period,  selection 
bias  is  not  of  major  concern  in  this  study. 
However,  others  have  shown  that  there  may 
be  differences  between  death  certificate  data 
and  total  number  of  injury  deaths. The  diag- 
nosis of  an  intentional  injury  (suicide  and 
assault)  may  carry  with  it  a social  stigma; 
misclassification  of  intentional  injuries  into  a 
more  socially  acceptable  unintentional  injury 
category  may  produce  a bias  that  would  be 
difficult  to  determine.  Because  Delaware’s 
population  is  relatively  small,  its  annual 
number  of  deaths  is  correspondingly  small. 
Some  age,  race,  sex,  and  cause  specific  mortal- 
ity rates  in  this  report  are,  therefore,  based  on 
a small  number  of  deaths.  The  chance  addi- 
tion or  subtraction  of  a few  deaths  in  any  one 
particular  category  could  change  some  mor- 
tality rates  significantly.  It  is  thus  possible 
that  some  differences  noted  when  mortality 
rates  are  compared  within  Delaware,  or  when 
Delaware  rates  are  compared  with  national 


FIGURE  6b. 

Suicide  Mortality  Rate  by  Age, 
Race,  and  Sex,  Delaware,  1978-1982 
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It  is  not  clear  why  Delaware’s  elderly  non- 
white men  have  higher-than-expected  mortal- 
ity rates  for  MVIs,  suicide,  and  assault.  One 
possible  explanation  is  the  role  of  chance 
when  the  numerator  data  are  small.  For 
example,  few  deaths  were  due  to  MVIs,  suicide 
and  assault  (6,  3,  and  3,  respectively)  among 
elderly  nonwhite  men  in  Delaware  during  the 
study  period.  A variation  of  two  fewer  deaths 
would  decrease  mortality  rates  from  these 
causes  by  33%  to  66%  and  bring  them  more  in 
line  with  national  rates. 

Competing  risk  is  another  possible  explana- 
tion. That  is,  elderly  nonwhite  men  in  Dela- 
ware are  not  dying  of  the  other  expected 
causes  of  death  for  their  age  group,  and  hence, 
have  more  opportunity  to  die  of  injuries.  Mis- 
classification  of  injury  intent  is  a third  possi- 
ble explanation  for  some  of  the  difference 
between  national  and  Delaware  data  on  sui- 
cide- and  assault-related  mortality.  Findings 
in  the  report,  however,  could  also  represent  a 
real  difference  between  national  and  Dela- 
ware injury  mortality. 

FIGURE  6c. 


Mortality  Rate  Due  to  Falls 
by  Age,  Race,  and  Sex, 
Delaware,  1978  - 1982 


FIGURE  6d. 

Mortality  Rate  Due  to  Assault,  by  Age, 
Race,  and  Sex,  Delaware,  1978-1982 


Another  notable  difference  between  Dela- 
ware injury  mortality  data  and  national  data 
is  that  female  injury  mortality  rates  between 
races  do  not  vary  in  Delaware.  Nationally, 
non  white  women  have  injury  mortality  rates 
12%  higher  than  those  of  white  women.  Again, 
chance  could  explain  these  findings.  If  there 
had  been  eight  more  deaths  among  nonwhite 
women  during  the  five  year  period  of  the 
study,  the  nonwhite  female  injury  mortality 
rate  in  Delaware  would  have  been  ten  percent 
greater  than  the  white  female  rate. 

Although  overall  injury-specific  mortality 
rates  in  Delaware  were  similar  to  national 
rates,  Delaware  had  a 66%  lower  assault- 
related  mortality  rate,  a 33%  lower  uninten- 
tional firearm  mortality  rate,  and  a 28%  higher 
unintentional  poisoning-related  mortality  rate. 
Baker  found  that  more  than  50%  of  assault 
deaths  involve  firearms.®  If  an  assault-related 
death  was  misclassified,  it  would  most  likely 
be  classified  as  an  unintentional  firearm 
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FIGURE  7 

Injury  Mortality  Rate*  by  Place  of  Death 


death,  thus  raising  the  unintentional  firearm 
mortality  rate.  Since  unintentional  firearm 
mortality  is  lower  in  Delaware  than  expected, 
misclassification  is  less  likely  to  account  for 
these  findings.  The  fact  that  Delaware  is  pre- 
dominantly a rural  state  may  partially  explain 
its  lower  than  expected  assault-related  mortal- 
ity. National  assault  mortality  rates  are  lower 
in  rural  areas  and  in  metropolitan  areas  of 
250,000  residents  or  less.®  However,  Delaware’s 
assault-related  mortality  rate  is  still  50%  lower 
than  national  rates  in  less  urban  areas.  Possi- 
bly, firearms  are  less  accessible  in  Delaware, 
and  therefore  account  for  both  a lower  assault 
and  a lower  unintentional  firearm  mortality 
rate.  This  possibility  would  have  to  be  sub- 
stantiated in  a separate  investigation. 

Small  numerator  data  could  explain  the 
higher  unintentional  poisoning  mortality  rate 
in  Delaware  (ten  fewer  deaths  in  five  years 
would  have  made  the  mortality  rate  similar  to 
the  national  rate).  Since  almost  half  of  the 
Delaware  deaths  due  to  poisoning  were  in  per- 


sons 15  - 44  years  old,  however,  some  suicides 
may  have  been  misclassified  as  unintentional 
poisonings.  If  so,  then  suicide  may  be  more  of 
a problem  in  Delaware  than  the  actual  mortal- 
ity rate  indicates. 

Comparing  injury  rates  between  different 
age,  race,  and  sex  groups  among  Delaware 
residents  can  provide  insight  into  areas  that 
require  particular  attention.  Similarly,  com- 
paring Delaware  findings  with  national  sta- 
tistics will  also  help  to  identify  problem  injur- 
ies among  Delaware  residents.  The  analysis  of 
mortality  data  in  this  report  is  a first  step 
toward  evaluating  injuries  in  Delaware.  Fur- 
ther study  of  injuries  in  Delaware  should 
include  an  analysis  of  nonfatal  injuries.  De- 
pending on  the  type  of  injury,  for  each  fatal 
injury  there  are  hundreds  to  thousands  of 
nonfatal  injuries. Moreover,  the  leading 
causes  of  injury  mortality  are  often  not  the 
leading  causes  of  injury  morbidity.^  Descrip- 
tive and  analytic  evaluation  of  fatal  and  non- 
fatal injuries  in  the  Delaware  population  will 
require  data  from  different  sources.  Possible 
sources  of  data  include  information  from  hos- 
pital discharges,  emergency  room  records, 
emergency  medical  services,  the  Department 
of  Transportation,  medical  examiners,  and 
physicians’  records. 

Several  intervention  strategies  have  been 
suggested  that  could  be  used  to  address  injury 
problems. Raising  the  minimum  driving 
age  or  having  curfew  laws  that  prohibit 
younger  persons  from  driving  late  at  night 
may  help  decrease  the  M VI  mortality  rate  65% 
to  85%  in  teenagers.^  Improving  road  condi- 
tions along  with  mandating  the  use  of  auto 
passenger  restraint  systems,  infant  car  seats, 
and  motorcycle  helmets  can  decrease  the  like- 
lihood of  death  or  serious  injury  in  MVIs  from 
30%  to  50%  in  Delaware.^ 

Proper  illumination,  handrails,  and  non- 
skid  surfaces  in  areas  of  the  home  may  poten- 
tially decrease  the  injury  toll  to  elderly  resi- 
dents.® Programs  emphasizing  the  installation 
of  smoke  detectors  and  fire  extinguishers  and 
the  use  of  tight-fitting  clothing  for  high-risk 
groups  (children  and  elderly)  could  potentially 
decrease  the  number  of  burn  injuries.'*  Reduc- 
ing water  heater  temperatures  to  less  than 
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Table  2 


Injury  Mortality  Rates  per  100,000  Population 


Cause 

Delaware,  1978-1982* 

U.S.,  1980f 

Rate  Ratio 

All  injuries 

59.6 

63.5 

0.9 

MVI4 

22.8 

21.6 

1.1 

Suicide 

12.2 

10.9 

1.1 

Assault 

3.3 

9.7 

0.34 

Falls 

5.7 

5.4 

1.1 

Fires 

2.7 

2.4 

1.1 

Drowning 

2.5 

2.9 

0.9 

Poisoning 

2.3 

1.8 

1.3 

Firearms 

0.53 

0.79 

0.7 

* Adjusted  by  age,  race,  and  sex  to  1980  U.S.  population 
f Source:  National  Center  for  Health  Statistics,  1980 
MVI  = motor  vehicle  incidents 


130°  F could  prevent  almost  all  tap  water 
burns.'*  Since  most  cigarettes  in  the  United 
States  contain  additives  to  cause  cigarettes  to 
burn  longer,  regulations  for  self-extinguishing 
cigarettes  could  potentially  eliminate  many 
household  fires.'*  Which  intervention  strate- 
gies to  institute,  however,  will  depend  on  the 
prevention  priorities  Delaware  health  plan- 
ners establish  on  the  basis  of  information  in 
this  study  and  in  future  studies  on  injuries  in 
Delaware. 

Summary 

Injuries  rank  as  one  of  the  major  public 
health  problems  in  the  United  States;  how- 
ever, they  have  not  been  evaluated  previously 
in  Delaware.  Analyzing  Delaware  mortality 
data  for  1978-1982,  we  found  that  injuries 
ranked  as  the  fourth  leading  cause  of  death  in 
that  state.  The  1,728  reported  injury-related 
deaths  yielded  an  overall  annual  injury  mor- 
tality rate  of  58.0/100,000  population.  How- 
ever, injuries  accounted  for  more  loss  of  poten- 
tial years  of  life  in  Delaware  residents  than 
any  other  cause  of  death.  Motor  vehicle  inci- 
dents, suicides,  falls,  and  assaults  were  the 
four  leading  causes  of  injury-related  deaths  in 
Delaware.  Overall,  injury  mortality  rates  were 
highest  in  the  15  - 24  year  old  and  the  65  year 
old  or  older  age  groups. 

In  general,  residents  of  races  other  than 
white  had  higher  injury  mortality  rates  for 
most  age  groups  than  white  residents,  and 


men  had  higher  injury  mortality  rates  than 
women.  Non  white  men  65  years  old  or  older 
had  the  highest  mortality  rate  of  all  groups, 
and  they  had  the  highest  mortality  rates  for 
MVIs,  suicides,  and  assaults.  Sussex  County 
had  the  highest  injury  mortality  rate  among 
the  three  Delaware  counties.  Injury  mortality 
rates  by  type  of  injury  in  Delaware  were  sim- 
ilar to  those  of  the  United  States,  except  for 
assault,  for  which  Delaware’s  mortality  rate 
was  34%  that  of  the  nation. 

Our  results  provide  new  information  on  the 
importance  of  injuries  as  a cause  of  death  in 
Delaware.  This  information  will  be  helpful  to 
Delaware  health  planners  in  establishing  pri- 
orities and  instituting  effective  prevention 
strategies. 
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This  misread  x-ray  deiayed  the 
patient’s  admission  and  treatment — 
and  resuited  in  a maipractice  ciaim. 


The  doctor  who  read  this  x-ray 
diagnosed  the  patient’s  nausea  and 
chest  discomfort  as  an  upper  res- 
piratory infection.  The  patient  was 
sent  home  on  antibiotics  and  anti- 
spasmodics  only  to  return  the  next 
day  — dead  on  arrival. 


A tragic  diagnosis,  because  both 
the  patient’s  complaints  and  chest 
x-ray  showing  air  under  the  dia- 
phragm pointed  to  a peptic  ulcer. 

High  patient  volume  and  rapid 
turnover  make  the  emergency  room 
the  site  of  a significant  number  of 
malpractice  incidents  in  the  hospi- 
tal. National  statistics  indicate  that 
misdiagnosis,  failure  to  admit  and 
improper  treatment  account  for  the 
majority  of  E.R.  malpractice.  Our 
experience  echoes  this. 


While  insurance  coverage  alone 
can’t  solve  the  malpractice  prob- 
lem, coverage  from  PHICO  Insur- 
ance Company  can  help.  Why? 
Because  we  do  more  than  simply 
protect  you  from  costly  malpractice 
suits.  We  also  provide  valuable 
information  on  avoiding  the  mal- 
practice trap. 


Each  year  our  medical  directors  review  hundreds  of  cases.  Their  goal:  to  spot  problem 
areas  or  emerging  trends  and  warn  policyholders,  through  timely  publications,  medical/legal 
seminars  and  other  educational  programs. 


So,  if  you’re  looking  for  more  than  just  insurance  protection,  look  to  PHICO  Insurance 
Company.  To  learn  more,  see  your  insurance  agent  or  broker,  or  contact  us  at  the  address 
below. 


^ ^ INSURANCE  COMPANY 


One  PHICO  Drive  / P.O.  Box  85  / Mechanicsburg,  PA  17055-0085  / (717)  766-1122 

ENDORSED  INSURER  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE  


© 1985  PHICO  Insurance  Company,  Mechanicsburg,  PA  ■ ALL  RIGHTS  RESERVED 


LIFE  INSURANCE  UNDERWRITING  AND  THE 
PHYSICIAN 


William  A.  Mills,  FALU 


Physicians  have  played  an  important  role 
in  life  insurance  almost  since  the  beginning 
of  the  industry.  While  medical  directors  per- 
form valuable  duties  during  the  risk  selection 
process,  attending  physicians  and  company 
examiners  are  also  essential  to  the  life  under- 
writing function. 

The  purpose  of  this  article  is  to  describe  how 
physicians  perform  an  important  service  in 
providing  information  during  risk  selection.  I 
will  explain  the  types  of  data  sought  by  life 
underwriters  that  can  only  be  provided  by  the 
medical  profession,  and  how  this  information 
is  used. 

A brief  explanation  of  the  underwriting 
function  will  be  helpful  in  conveying  the  under- 
writer/physician connection. 

Background 

Modern  underwriting  traces  its  roots  to  the 
16th  century.  The  first  insurers  were  individ- 
uals who  were  willing  to  assume  someone 
else’s  risk  of  economic  loss  in  return  for  a mu- 
tually agreed-upon  price  or  premium.'  The 

Mr.  Mills  is  a graduate  of  the  University  of  Delaware  and  a Fellow  of  the 
Academy  of  Life  Underwriting.  He  is  the  manager  of  the  underwriting 
department  of  Continental  American  Insurance  Company. 


person  “insuring”  the  risk  issued  a contract 
which  was  endorsed  at  the  bottom  of  the  con- 
tract page  to  show  the  risk  had  been  accepted: 
thus,  the  term  underwriter  originated.'  These 
transactions  often  involved  underwriting,  or 
signing-off,  on  ocean-going  ships  and  their 
cargos. 

The  first  life  insurance  contracts  were  issued 
by  underwriters  conducting  business  in  a 
fashion  similar  to  the  early  property  under- 
writers.' As  early  accumulation  of  statistics 
were  minimal  and  incomplete  at  best,  the  price 
or  premium  paid  was  arbitrarily  set,  based  on 
educated  guesswork. 

Although  today’s  life  insurance  underwrit- 
ing has  dramatically  changed  with  modern 
concepts,  mortality  tables,  and  statistics,  the 
definition  of  underwriting  remains  the  same; 
that  is,  the  process  of  assessing  an  individu- 
al’s expected  mortality  to  determine  the  price 
to  charge  for  a life  insurance  policy.'^  The  life 
underwriter  must  also  decide  if  a proposed 
insured  is  insurable  according  to  the  com- 
pany’s risk  appraisal  standards.'"^ 

During  the  risk  selection  process,  the  under- 
writer considers  the  following  factors  when 
making  a decision: 


Del  Med  Jrl,  June  1986— Vol.  58,  No.  6 


411 


Life  Insurance  Underwriting  and  The  Physician — Mills 


1.  Is  the  decision  equitable  to  the 
client? 

2.  Is  the  final  policy  deliverable  by 
the  agent  or  salesperson? 

3.  Will  the  contract  be  profitable  to 
the  company? 

The  underwriter  strives  to  satisfy  all  parties 
involved  with  the  potential  life  insurance  sale. 
Depending  on  how  well  a balance  is  main- 
tained with  the  client,  marketing  and  actuar- 
ial concerns  usually  determine  survival  or 
success  of  the  life  insurance  underwriter. 
Sometimes  the  art  of  understanding  human, 
social,  and  psychological  factors  is  as  impor- 
tant as  the  science  of  exact  numbers  during 
risk  selection.  Each  decision  is  a judgment  call 
based  on  a set  of  limited,  often  critical  infor- 
mation provided  by  the  physician. 

Risk  Selection 

The  development  of  a numerical  rating  sys- 
tem along  with  underwriting  manual  refine- 
ment makes  risk  selection  practical  for  lay- 
men, a responsibility  once  only  held  by 
physicians. 2 

The  numerical  rating  system  is  utilized  as  a 
guide  for  risk  classification.  Credits  and  debits 
are  assigned  to  various  factors  which  affect 
mortality.  In  this  fashion,  premiums  can  be 
determined  to  reflect  mortality  expectations 
on  any  given  risk.  The  sum  total  of  their  cred- 
its and  debits  is  the  mortality  rating  of  the 
individual  risk.^  The  mortality  rating  is  also 
expressed  by  the  following  formula: 

Number  of  expected  deaths  in  the 
impaired  group  divided  by  the  num- 
ber of  expected  deaths  in  the  stand- 
ard group  equals  the  mortality  ratio 
of  the  impaired  group.^ 

The  standard  and  substandard  life  expec- 
tancies, 1965-70  Intercompany  Select  and  Ulti- 
mate Basic  Tables,  shown  in  Table  1,  reflect 
mortality  ratios  in  relation  to  life  expectancy 
by  age.  For  instance,  a male  aged  45  classified 
at  350%  mortality  can  expect  to  live  approxi- 
mately 17  years. 2 

Theoretically,  most  impairments  or  health 
conditions  actuarially  correlate  with  projected 
mortality  as  an  increase  in  premium.  The 
extra  premium  charged  can  be  administered 
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in  several  ways,  depending  on  the  type  of  med- 
ical impairment.  Perman ent  ratings,  flat  extra 
premiums  and  temporary  extra  premiums  are 
all  methods  used  to  adequately  price  an  in- 
crease in  mortality. 

Permanent  ratings  are  used  for  long  term  or 
chronic  medical  impairments.  For  instance, 
diabetes  mellitus  continuously  affects  mortal- 
ity in  several  ways.  Duration  of  the  disease, 
evidence  of  complications,  type  of  treatment, 
and  associated  impairments  all  influence  life 
expectancy.  Therefore,  the  diabetic  would  most 
likely  be  rated  with  a permanent  rating  which 
would  reflect  the  chronic  nature  of  the  disease. 
(We  also  recognize  age  as  a factor  when  classi- 
fying this  risk.  An  adult  onset  diabetic  would 
be  rated  less  severely  than  a juvenile  diabetic, 
since  mortality  declines  progressively  with 
increasing  age  at  time  of  application.  Highest 
mortality  ratios  for  diabetics  are  shown  to  be 
at  ages  14  or  below. 

Other  impairments  warranting  a perma- 
nent extra  premium  include  ulcerative  colitis, 
uncontrolled  hypertension,  untreated  congen- 
ital heart  defects  and  chronic  obesity.  These 
impairments  are  normally  rated  by  age,  utiliz- 
ing the  credit/debit  rating  system.  Some  sub- 
standard cases  require  a flat  extra  premium 
which  does  not  vary  by  age  (unlike  permanent 
ratings,  in  which  age  is  a determining  factor 
in  the  premium  charged).  Usually,  these  rat- 
ings are  associated  with  mortality  which  may 
improve  with  time,  where  the  insured  could 
perhaps  qualify  for  a reduction  in  rating. 

Mortality  associated  with  most  cancers  can 
be  compensated  by  a rating  schedule.  The 
longer  the  cancer  patient  remains  clean  after 
treatment,  the  higher  the  life  expectancy. 
Therefore,  a temporary  rating  would  be  appro- 
priate for  many  cancer  histories.  A typical  rat- 
ing would  charge  X amount  of  dollars  for  Y 
number  of  years.  For  instance,  a rating  of 
$7.50  per  thousand  dollars  of  face  amount  for 
five  years  can  be  stated  as  meaning  a tempo- 
rary extra  dollar  amount  will  be  charged  for 
five  years.  Upon  the  end  of  this  time  period, 
the  extra  rating  automatically  terminates. 
Thus,  the  improved  life  expectancy  or  mortal- 
ity is  reflected  by  temporarily  charging  an 
extra  premium  only  during  the  period  when 
extra  mortality  exists. 
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TABLE  1 

STANDARD  AND  SUBSTANDARD  LIFE  EXPECTANCIES 
1965-70  INTERCOMPANY  SELECT  AND  ULTIMATE  BASIC  TABLES 


MALE  LIVES 
RATING 


Ages 

Central 

Age 

Std 

1500/0 

200% 

250% 

300% 

350% 

400% 

500% 

600% 

750% 

1000% 

20-24 

22 

51 

46 

43 

41 

39 

38 

36 

34 

32 

30 

27 

25-29 

27 

46 

42 

39 

37 

35 

33 

32 

30 

28 

26 

24 

30-34 

32 

41 

37 

34 

32 

30 

29 

28 

26 

24 

22 

20 

35-39 

37 

37 

32 

30 

28 

26 

25 

23 

22 

20 

18 

16 

40-44 

42 

32 

28 

25 

23 

22 

21 

20 

18 

16 

15 

13 

45-49 

47 

28 

24 

22 

20 

18 

17 

16 

15 

14 

12 

10 

50-54 

52 

24 

21 

18 

17 

15 

14 

13 

12 

11 

10 

8 

55-59 

57 

21 

18 

15 

14 

13 

12 

11 

10 

9 

8 

7 

60-64 

62 

17 

15 

13 

11 

10 

10 

9 

8 

7 

6 

5 

65-69 

67 

15 

12 

11 

9 

8 

8 

7 

6 

5 

5 

4 

FEMALE  LIVES 
RATING 


Ages 

Central 

Age 

Std 

150% 

200% 

250% 

300% 

350% 

400% 

500% 

600% 

750% 

1000% 

20-24 

22 

56 

52 

49 

47 

45 

43 

42 

39 

37  ■ 

35 

32 

25-29 

27 

51 

47 

44 

42 

40 

38 

37 

35 

33 

31 

28 

30-34 

32 

46 

42 

39 

37 

35 

34 

33 

30 

29 

26 

24 

35-39 

37 

42 

38 

35 

33 

31 

30 

28 

26 

24 

22 

20 

40-44 

42 

37 

33 

31 

29 

27 

26 

25 

23 

21 

19 

17 

45-49 

47 

33 

29 

27 

25 

23 

22 

21 

19 

18 

16 

14 

50-54 

52 

28 

25 

23 

21 

19 

18 

17 

16 

15 

13 

11 

55-59 

57 

25 

22 

20 

18 

17 

16 

15 

14 

13 

12 

10 

60-64 

62 

21 

18 

16 

15 

14 

13 

12 

11 

10 

9 

8 

65-69 

67 

18 

15 

14 

13 

12 

11 

10 

9 

8 

7 

6 

COMBINED  MALE  AND  FEMALE  LIVES 
RATING 


Ages 

Central 

Age 

Std 

150% 

200% 

250% 

300% 

350% 

400% 

500% 

600% 

750% 

1000% 

20-24 

22 

51 

47 

44 

41 

40 

38 

37 

34 

33 

31 

28 

25-29 

27 

46 

42 

39 

37 

35 

34 

32 

30 

29 

27 

24 

30-34 

32 

42 

37 

35 

32 

31 

29 

28 

26 

24 

22 

20 

35-39 

37 

37 

33 

30 

28 

26 

25 

24 

22 

20 

19 

16 

40-44 

42 

32 

28 

26 

24 

22 

21 

20 

18 

17 

15 

13 

45-49 

47 

28 

25 

22 

20 

19 

18 

17 

15 

14 

12 

11 

50-54 

52 

24 

21 

19 

17 

16 

14 

14 

12 

11 

10 

8 

55-59 

57 

21 

18 

16 

14 

13 

12 

11 

10 

9 

8 

7 

60-64 

62 

18 

15 

13 

12 

11 

10 

9 

8 

7 

6 

5 

65-69 

67 

15 

12 

11 

10 

9 

8 

7 

6 

6 

5 

4 
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Other  impairments  which  warrant  tempo- 
rary charges  include  duodenal  ulcer  disease, 
kidney  stone  histories,  and  pulmonary 
tuberculosis. 

Gathering  Information 

The  final  underwriting  decision,  in  spite  of 
sophisticated  rating  systems  and  underwrit- 
ing manuals,  relies  heavily  on  judgment. 
Guidelines  are  certainly  useful,  but  the  life 
underwriter  often  must  determine  a rating 
weighing  all  evidence,  including  the  intangi- 
bles. A sixth  sense  is  not  only  needed  for  eval- 
uating non-physical  factors  (occupations, 
avocations,  and  moral  hazards  such  as  under- 
world activities  or  a criminal  record)  but  to 
exercise  discernment  when  viewing  the  physi- 
cal risk.  For  this  reason,  the  medical  informa- 
tion we  receive  on  each  risk  is  highly  critical. 

The  proposed  insured’s  physical  status  is 
reviewed  in  two  ways:  current  physical  condi- 
tion and  past  medical  history.  Current  medi- 
cal evidence  is  often  obtained  from  a medical 
examination.  Typically,  the  first  part  of  the 
exam  pertains  to  known  medical  history.  The 
examining  physician  asks  the  appropriate 
questions  and  records  answers  on  this  form. 
In  general,  the  following  information  is  needed 
for  all  medical  histories:  date  of  last  attack  or 
symptom,  duration  and  frequency  of  attacks 
or  symptoms,  medications,  after  effects  or 
complications,  name  and  address  of  all  physi- 
cians, practitioners,  and  hospitals.  The  appen- 
dix shows  the  information  most  companies 
normally  request  for  specific  impairments  or 
medical  histories.  Although  this  list  does  not 
include  all  possible  medical  problems,  it  does 
point  out  the  type  of  descriptions  most  com- 
panies desire.  Needless  to  say,  the  examiner 
should  strive  to  exercise  clarify  and  precision 
when  gathering  this  information. 

The  second  half  of  the  medical  examination 
requires  current  values  recorded  at  the  time 
of  examination.  These  include  height  and 
weight,  blood  pressure,  pulse,  heart  sounds, 
and  current  physical  examination.  This  infor- 
mation is  often  relied  upon  heavily  in  assess- 
ing current  health  status. 

To  assess  past  medical  history,  companies 
sometimes  write  to  the  proposed  insured’s 
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attending  physician,  often  to  clarify  informa- 
tion recorded  on  the  examination. 

The  attending  physician  statement  (APS), 
in  a sense,  is  an  extension  of  the  exam,  since 
medical  histories  are  usually  taken  directly 
from  the  patient’s  charts.  Written  statements 
are  requested  from  any  doctor  who  has  treated 
the  proposed  insured  for  conditions  which 
may  have  a bearing  on  insurability  (2).  An 
APS  is  usually  requested  when  the  under- 
writer wants  to  verify  historical  information 
which  cannot  be  confirmed  on  the  medical 
exam.“  Therefore,  a more  in-depth  description 
is  provided,  supplementing  the  insurance 
exam  or  other  current  medical  requirements 
(ie,  blood  work,  EKGs,  chest  x-rays).  In  an 
insurance  world  with  limited  access  to  patient 
information,  the  APS  is  the  single  most  impor- 
tant underwriting  tool  in  our  profession. 

For  example,  a 45  year  old  male  applies  for  a 
sizeable  life  insurance  policy.  On  the  medical 
exam,  he  admits  to  experiencing  chest  pain 
one  year  ago.  He  states  the  pain  was  related  to 
his  G.I.  tract.  However,  six  months  later,  a 
stress  test  was  performed.  The  family  history 
is  positive  for  ischemic  heart  disease  (father 
died  at  age  50  from  a massive  coronary, 
brother,  age  40,  has  angina). 

The  underwriter,  in  recognizing  the  several 
red  flags  on  the  examination,  would  write  to 
the  attending  physician  for  detailed  informa- 
tion. If  the  applicant  is  suffering  from  ischemic 
heart  disease,  the  underwriter  would  be  inter- 
ested in  the  following  information:  EKG  trac- 
ings, stress  test  results,  catheterization  stu- 
dies, blood  studies  (including  enzymes  and 
lipids),  and  treatment. 

This  information  would  be  helpful,  since  the 
mortality  classification  is  determined  by 
severity  of  the  disease.  For  instance,  a heart 
catheterization  revealing  minimal  disease  in 
secondary  vessels  would  contribute  to  a favor- 
able rating,  while  a catheterization  showing 
100%  occlusion  in  the  left  anterior  descending 
artery  would  call  for  a less  favorable  mortality 
classification.  A normal  treadmill  exercise  test 
versus  a treadmill  revealing  3 mm  downslop- 
ing S-T  depression  would  also  affect  the  eval- 
uation of  the  insurance  risk. 
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If  the  chest  pain  described  in  the  above 
example  was  indeed  not  cardiovascular,  we 
would  still  be  interested  in  reviewing  any  per- 
tinent studies  on  file.  The  life  underwriter  not 
only  concerns  himself  with  risk  selection  but 
he  is  also  evaluating  risk  prediction.  Unfavor- 
able coronary  risk  factors  (ie,  elevated  LDL 
cholesterol,  EKG  changes,  cigarette  smoking) 
may  influence  the  final  outcome,  especially  in 
view  of  a positive  family  history. 

As  one  can  see,  the  APS  can  provide  direct 
and  precise  information,  allowing  the  under- 
writer to  focus  on  any  particular  question. 

The  Physician/Underwriter  Relationship 

Industry  wide  averages  reveal  92%  of  all 
persons  applying  for  ordinary  life  coverage 
are  considered  standard  risks,  while  6%  are 
considered  substandard  yet  insurable  with 
premium  adjustment  to  compensate  for  extra 
mortality.'  Two  percent  are  considered  not 
eligible  for  insurance. ' It  may  appear  that  the 
percentages  favor  the  insurance  company; 
however,  a few  sizeable  policies  issued  to  other- 
wise uninsurable  risks  would  quickly  dissi- 
pate this  notion.  Information  deleted  from  a 
report  or  exam,  no  matter  how  insignificant  it 
may  appear,  could  contribute  to  adverse  busi- 
ness decisions.  Sometimes  a seemingly  inno- 
cent statement  or  test  result  alerts  the  under- 
writer to  an  underlying  medical  problem  which 
then  can  be  properly  addressed. 

The  examining  physician  has  a special  rela- 
tionship with  our  industry.  Legally,  the  exam- 
iner is  considered  an  agent  of  the  insurance 
company,  as  information  given  to  the  examin- 
ing physician  by  the  proposed  insured  will  be 
presumed  to  be  knowledge  of  the  company. 
This  can  be  significant  at  the  time  of  a death 
claim.  An  examiner  who  fails  to  communicate 
stated  information  via  the  examination  form, 
could  cause  adverse  legal  ramifications  for  the 
company  if  a claim  is  contested. 

Although  the  attending  physician  of  a pro- 
posed insured  does  not  have  this  legal  bond 
from  an  insurance  standpoint,  misinforma- 
tion or  deletion  of  material  can  be  equally 
damaging  to  the  company. 

We  also  have  a responsibility  to  the  consu- 
mer in  properly  classifying  mortality.  For 


instance,  to  classify  a high  risk  individual  in  a 
standard  pool  of  lives  would  be  unfair  and 
unequitable  to  those  who  truly  are  expected  to 
experience  normal  mortality.  Again,  it  is  im- 
portant to  receive  clear  and  accurate  informa- 
tion to  properly  access  a life  risk. 

The  underwriting  profession,  however,  looks 
upon  physicians  with  trust  and  confidence. 
The  high  moral  and  business  ethic  standards 
established  by  the  medical  community  make 
physicians  reliable  allies  of  life  underwriters. 

Conclusion 

Physicians  already  play  a vital  role  in  the 
risk  selection  process  and  this  influence  will 
only  continue  to  grow.  Marketing  trends  will 
place  additional  pressure  on  risk  selection. 
Competitive,  low  cost  insurance  will  enable 
more  people  to  purchase  higher  amounts  of  life 
coverage  than  ever  before.  New  techniques  of 
mass  marketing  insurance  directly  to  the  pub- 
lic via  magazines,  television,  and  mail  will, 
unfortunately,  eliminate  the  initial  field 
screening  responsibilities  once  held  by  the  life 
insurance  agent.  This,  combined  with  a trend 
toward  liberal  underwriting  requirements,  will 
make  the  information  supplied  by  the  physi- 
cian gain  new  importance. 

Complete  and  accurate  medical  information 
provided  by  the  physician  will  be  essential 
when  more  individuals  with  dread  disease 
afflictions  become  insurable.  Advances  in 
technology  and  medical  research  will  allow 
more  illnesses  which  were  previously  uninsur- 
able to  become  eligible  for  coverage. 

Finally,  the  threat  of  new  diseases  and 
impairments  will  also  assure  the  medical  com- 
munity an  important  place  in  life  underwrit- 
ing. The  current  devastating  disease.  Acquired 
Immunodeficiency  Syndrome  (AIDS),  is  a 
prime  example.  As  AIDS  symptoms  and  char- 
acteristics are  being  uncovered  during  early 
research,  underwriting  is  relying  on  medical 
reports  by  the  attending  physician.  Although 
we  are  able  to  identify  high  risk  groups,  we  are 
turning  to  the  attending  physician,  since  the 
industry  is  reluctant  in  ordering  AIDS  virus 
blood  screens.*  Therefore,  an  APS  reporting  a 
high  risk  individual  to  have  experienced  sev- 

*A  growing  list  of  state  jurisdictions  prohibit  the  use  of  AIDS  blood  studies 
for  underwriting  purposes. 
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eral  episodes  of  venereal  disease,  chronic 
bouts  with  rare  opportunistic  viruses,  and 
abnormal  blood  studies  such  as  lowered  counts 
of  leukocytes  in  a CBC,  would  alert  the 
underwriter. 

Thus,  interaction  between  underwriter  and 
physician  will  continue.  Whether  the  physi- 
cian performs  as  a company  examiner  or 
responds  on  behalf  of  his  patient,  the  under- 
writer acknowledges  the  importance  of  this 
valued  source  of  information. 

APPENDIX 

INFORMATION  GUIDE 

1.  Arthritis  - Indicate: 

1.  Type,  i.e.,  rheumatoid,  osteo,  gouty,  etc. 

2.  Joints  involved. 

3.  Type  of  treatment  including  use  of  cortisone. 

4.  Degree  of  crippling  and  disability. 

2.  Asthma  - Indicate: 

1.  Severity  of  attacks  and  if  seasonal. 

2.  Whether  controlled  by  medication,  sprays,  injections,  cortisone. 

3.  If  hospitalization  required. 

4.  If  there  has  been  a program  of  desensitization  and  results. 

5.  What  factors  precipitate  attacks. 

3.  Back  Disorders  - Indicate: 

1.  Whether  intervertebral  disk,  lumbago,  sciatica  and  cause 
such  as  injury,  whiplash,  arthritis,  sprain,  etc. 

2.  Location  of  disorder,  i.e.,  cervical  spine  (neck)  or  lumbo- 
sacral spine  (low  back). 

3.  Severity  including  degree  of  pain  and  interference  with  work. 

4.  Whether  pain  radiates  into  either  leg. 

5.  Type  of  treatment  including  hospitalization,  traction,  brace, 
bed  rest,  medication,  etc. 

4.  Bronchitis  - Indicate: 

1.  If  there  is  a morning  cough. 

2.  If  cough  produces  mucus  and  indicate  amount. 

3.  If  cough  has  produced  blood  in  sputum. 

4.  Date  of  last  chest  X-ray  and  results. 

5.  Check-up  - Indicate: 

1.  Whether  done  as  part  of  personal  or  company  program  at 
regular  intervals  and  indicate  frequency. 

2.  Whether  any  symptoms,  even  minor  ones,  prompted  a 
check-up  (9  out  of  10  check-ups  prompted  by  symptoms). 

3.  Whether  special  studies,  i.e.,  EKG,  X-ray,  G.l.  series,  etc., 
were  performed  and  results. 

6.  Colitis  and/or  Ileitis  - indicate: 

1.  Type  such  as  spastic,  mucous,  nervous  or  ulcerative. 

2.  Severity,  including  number  of  stools  per  day,  presence  of 
blood  or  mucus  in  stools  and  severity  of  pain. 

3.  Type  of  treatment,  i.e.,  diet,  medication  including  cortisone, 
surgery,  etc. 

7.  Concussion,  Head  Injury,  Skull  Fracture  - Indicate: 

1.  Whether  there  was  unconsciousness  and,  if  so,  how  long. 

2.  Whether  skull  was  fractured. 

3.  Whether  there  were  subsequent  symptoms  such  as 
headache,  convulsions,  loss  of  memory  and  duration  of  such 
symptoms. 

4.  If  hospitalized  and  duration  of  hospitalization. 

8.  Deformity,  Paralysis  or  Similar  Physical  Disability  - Indicate: 

1.  Cause,  including  congenital,  injury,  polio,  etc. 

2.  Parts  of  body  affected. 

3.  Severity  and  degree  of  limitations  in  walking,  driving, 
speech  or  other  activities. 

4.  Whether  surgery  has  been  performed  or  is  planned. 

5.  Whether  bowel  or  bladder  function  has  been  affected. 


9.  Fainting  or  Dizziness  - Indicate: 

1.  Cause,  if  known,  and  whether  diagnosed  as  Meniere's 
disease  or  labyrinthitis. 

2.  Duration  and  severity  of  attacks  and  whether  any  loss  of 
consciousness. 

3.  How  attacks  affect  applicant  - cause  him  to  stop,  sit,  lie  down. 

4.  If  special  studies  such  as  electroencephalogram  done,  and 
results. 

10.  Female  Disorder  - Indicate: 

1.  Nature  of  disorder  and  symptoms. 

2.  Treatment  and  nature  of  any  special  studies. 

3.  If  surgery  is  recommended. 

11.  Gall  Bladder  Disease  - Indicate: 

1.  Whether  treated  surgically  or  medically. 

2.  If  surgically  treated,  whether  gall  bladder  removed, 
whether  stones  found  and  whether  there  were  any  digestive 
symptoms  following  surgery. 

3.  If  medically  treated,  whether  X-rays  were  made  and  stones 
were  found,  whether  jaundiced  and  whether  surgery  has  been 
recommended. 

12.  Headache,  Migraine  - Indicate: 

1.  Frequency  and  severity  and  if  there  is  interference  with 
work  or  normal  activities. 

2.  Nature  of  treatment,  such  as  bed  rest,  hospitalization: 
nature  of  medication,  injections,  etc. 

3.  What  exact  diagnosis  or  cause  has  been  given. 

13.  Hepatitis  - Indicate: 

1.  Whether  applicant  has  fully  recovered. 

2.  Whether  any  restrictions  remain  as  to  activity  or  diet  and 
whether  applicant  is  on  any  medication. 

3.  Whether  liver  function  studies  were  performed  after 
recovery  and  whether  studies  were  normal. 

14.  Hernia  - Indicate: 

1.  Size  and  location  such  as  abdomen,  groin,  etc.  Also  indi- 
cate side  (left  or  right). 

2.  Nature  of  treatment,  including  truss,  surgery  - past  or 
contemplated. 

15.  Kidney  or  Bladder  Disorder  (Except  Stones)  - Indicate: 

1.  Type  of  disorder,  such  as  pyelitis,  pyelonephritis, 
glomerulonephritis,  nephrosis,  cystitis,  etc. 

2.  Nature  of  any  studies  including  urinalysis.  X-rays  or  others. 

3.  Whether  accompanied  by  any  swelling  of  face  or  ankles  or 
by  any  elevation  of  blood  pressure. 

4.  Type  of  treatment,  such  as  medication,  injections, 
hospitalization, 

16.  Kidney  Stones,  Gravel  or  Colic  - Indicate: 

1.  Number  of  episodes  and  kidney(s)  involved. 

2.  Whether  stones  passed  spontaneously,  required  surgery  or 
ultra-sound  treatment.  Indicate  nature  of  surgery. 

3.  Whether  stones  always  on  same  side. 

4.  Whether  X-rays  made  after  last  attack  and,  if  so,  results  of 
X-rays. 

5.  Whether  stone(s)  now  present. 

17.  Polyp,  Cyst,  Tumor,  or  Growth  - Indicate: 

1.  Specific  location  in  or  on  body. 

2.  Number  present  or  removed. 

3.  Type  of  treatment. 

4.  Pathological  diagnosis  if  removed  surgically  (benign  or 
malignant). 

18.  Prostatitis  - Indicate: 

1.  Nature  of  symptoms,  such  as  fatigue,  pain,  difficulty  in 
voiding. 

2.  Nature  of  urinary  findings  including  pus,  blood,  albumin, 
etc. 

3.  If  X-rays  or  other  studies  were  done  and  results. 

4.  Type  of  treatment  including  medication,  massage  or  surgery. 

19.  Rheumatic  Fever  or  Chorea  - Indicate: 

1.  Duration  of  attack  and  type  of  treatment. 

2.  Whether  heart  murmur  ever  heard  or  is  present. 

3.  Whether  electrocardiograms  made. 

4.  Whether  there  have  been  any  similar  joint  symptoms  since 
first  attack. 
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5.  Whether  presently  taking  prophylactic  medication  (sulfa  or 
penicillin). 

6.  Whether  any  restrictions  of  activities. 


20.  Thyroid  Disorder  - Indicate: 

1.  Whether  thyroid  hyperactive  or  hypoactive. 

2.  Whether  thyroid  enlarged  or  any  nodules  present. 

3.  Type  of  treatment,  such  as  surgery,  radioactive  iodine,  thyroid 
extract  or  other  medication. 

21.  Ulcer,  Indigestion,  Gastritis  - Indicate: 

1.  Nature  of  symptoms,  such  as  pain,  gas,  belching,  etc. 

2.  If  there  has  been  any  bleeding  in  the  form  of  tarry  (black) 
stools  or  vomiting  blood. 

3.  If  X-rays  made  and  results. 

4.  Nature  of  treatment,  i.e.,  diet,  medication,  surgery, 

22.  Varicose  Veins  - Indicate: 

1.  Location  and  severity,  inciuding  number  and  size  of  veins, 
swelling  of  ankles,  discoloration  of  skin  or  ulceration. 

2.  Treatment  by  elastic  support,  injections,  rest,  surgery,  past  or 
contemplated. 
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PENNSYLVANIA 
SPERM  BANK 

A CRYOGENIC  SEMEN  STORAGE 
FACILITY  FOR  YOUR  PATIENTS: 

(1)  pre-vasectomy; 

(2)  pre-chemotherapy; 

(3)  pre-radiation  therapy; 

(4)  prior  to  surgery  which  may  affect 
fertility; 

(5)  Hazardous  occupational  exposures. 


U’r  rr  thinkinci  inmorrxw  . today 

Inquiries: 

(215)  886-7706 

or  write: 

PSB,  Benson  East,  Suite  415 
Jenicintown,  Pa.  19046 


IQ 

QUALIFIED  IN 
CARDIAC 
DIAGNOSTICS 


The 

OMEGA  CARDIOGRAPHIC  LAB 

provides  complete  diagnostic 
services  including  the  latest 
DOPPLER  TECHNIQUE 
for  cardiac  blood  flow  analysis. 

A complete 
diagnostic 
laboratory 
performing 
non-invasive: 

m ECHOCARDIOGRAPHY 
• Two  dimensional 
• M’Mode  • Doppler 
mK  EXERCISE 
STRESS  TESTING 
im  24-Hour 

HOLTER  MONITORING 
^ELECTROCARDIOGRAMS 


CRRDOGRRPHIC  LRB.INC. 

H-46  OMEGA  DRIVE/NEWARK  DE  19713 

302/737-3700 
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HEW  6t  IMPROVED  I 


SERVICES  •INC. 


Immediate  openings  are  availab 
For  more  information,  call 


510  Philadelphia  Pike 
Wilmington,  DE  19809 


(302)  764-3322 


OCCUPATIONA 
PHYSICAL 
THERAPY 
SERVICES 


■ Specializing  in  compre- 
hensive occupational, 
physical  and  speech 
therapy  services  for  infant, 
and  children. 

■ Offering  sensorimotor 
groups  which  are  con- 
ducted by  an  occupationa 
physical  and  speech  ther- 
apist, and  special  educate 
for  parents,  infants  and 
preschoolers. 

■ Clients  are  scheduled  wit! 
thought  for  plenty  of  time 
for  therapy  and  consulta- 
tion with  parents. 

■ Private  observation  roomi 
always  available  for 
viewing  of  all  services. 

■ A physician's  referral  is 
required. 

■ Open,  flexible  hours  in- 
cluding evenings. 


IS  “FIBROCYSTIC  DISEASE”  OF  THE  BREAST 
PRECANCEROUS? 


Consensus  Meeting,  October  3-5, 1985,  New  York. 

Convened  by  the  Cancer  Committee  of  the  College  of  American  Pathologists. 
Supported  by  a Grant  from  the  American  Cancer  Society. 


The  question  “Is  ‘Fibrocystic  Disease’  of  the 
Breast  Precancerous?”  was  addressed  at  a 
consensus  meeting  held  October  3 to  5, 1985,  in 
New  Y ork,  convened  by  the  Cancer  Committee 
of  the  College  of  American  Pathologists  and 
funded  by  a grant  from  the  American  Cancer 
Society  (CCG  #241).  This  meeting  was  the 
result  of  a series  of  events  that  began  with 
complaints  made  by  women  throughout  the 
country.  They  individually  contacted  the 
American  Cancer  Society  because  of  frustra- 
tion and  consternation  after  being  told  that 
continuation  of  their  health  insurance  was  in 
jeopardy,  or  that  their  premiums  would  be 
rated  higher  because  of  a diagnosis  of  “fibro- 
cystic disease.”  These  issues  were  referred  to 
the  American  Cancer  Society’s  National  Task 
Force  on  Breast  Cancer  Control.  The  Task 
Force  concluded  that  “fibrocystic  disease”  is 
no  longer  an  acceptable  term  because  of  the 
lack  of  specificity,  and  turned  to  the  College  of 
American  Pathologists  for  help  in  clarifying 
the  terminology  used  by  pathologists  and  in 
the  identification  of  premalignant  lesions. 

The  Cancer  Committee  of  the  College  of 
American  Pathologists  considered  the  prob- 
lem and  developed  a proposal  for  a consensus 

Reprinted  with  permission  of  the  Archives  of  Pathology  Laboratory  Medi- 
cine, Volume  no.  March,  1986,  pp  171-173.  Copyright  1986,  American  Medi- 
cal Association. 
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meeting  that  was  approved  and  funded  by  the 
American  Cancer  Society.  The  objectives  of 
the  meeting  were  to  reach  a consensus  on  the 
diagnostic  terms  used  in  surgical  pathology 
reports  of  benign  breast  tissue,  to  define  the 
terms  simply  and  clearly  to  facilitate  their 
general  use,  and  to  categorize  the  lesions  by 
their  relative  risk  for  the  subsequent  develop- 
ments of  invasive  breast  cancer. 

The  consensus,  which  is  summarized  on  the 
following  pages,  was  approved  by  the  Board  of 
Governors  of  the  College  of  American  Pathol- 
ogists on  November  3,  1985,  and  adopted  as 
policy.  The  participants  are  preparing  an 
additional  manuscript  for  CA:  A Cancer 
Journal  for  Clinicians  with  color  photomicro- 
graphs and  descriptions  of  each  of  the  lesions. 
It  is  clearly  evident  that  the  terminology  listed 
in  the  consensus  is  commonly  used  by  diag- 
nostic pathologists.  There  was  a general  feel- 
ing among  the  participants,  particularly  the 
nonpathologists,  that  the  creation  of  a lexicon 
of  new  terms  would  further  obfuscate  rather 
than  solve  the  “fibrocystic  disease”  problem. 

Consensus  Statement 

“Is  ‘Fibrocystic  Disease’  of  the  Breast 
Precancerous?” 

If  the  pathologic  diagnosis  “fibrocystic  dis- 
ease” is  used  at  all,  or  when  the  preferred 
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terms  “fibrocystic  changes”  or  “fibrocystic- 
condition”  are  used,  the  component  elements 
should  be  specified. 

Relative  Risk  for  Invasive  Breast 
Carcinoma  Based  on  Pathologic  Examination 
of  Benign  Breast  Tissue 

No  Increased  Risk 

Women  with  any  lesion  specified  below  in  a 
biopsy  specimen  are  at  no  greater  risk  for 
invasive  breast  carcinoma  than  comparable 
women  who  have  had  no  breast  biopsy; 
Adenosis,  sclerosing  or  florid 
Apocrine  metaplasia 
Cysts,  macro  and/or  micro 
Duct  ectasia 
Fibroadenoma 
Fibrosis 

Hyperplasia,  mild  (more  than  2 but  not  more 
than  4 epithelial  cells  in  depth) 

Mastitis  (inflammation) 

Periductal  mastitis 
Squamous  metaplasia 

Slightly  Increased  Risk  (1.5  to  2 Times) 

Please  see  Explanatory  Notes 

Women  with  any  lesion  specified  below  in  a 
biopsy  specimen  are  at  slightly  increased  risk 
for  invasive  breast  carcinoma  relative  to  com- 
parable women  who  have  had  no  breast 
biopsy: 

Hyperplasia,  moderate  or  florid,  solid  or 
papillary 

Papilloma  with  fibrovascular  core 

Moderately  Increased  Risk  (5  Times) 

Please  see  Explanatory  Notes 

Women  with  a lesion  specified  below  in  a 
biopsy  specimen  are  at  moderately  increased 
risk  for  invasive  breast  carcinoma  relative  to 
comparable  women  who  have  had  no  breast 
biopsy: 

Atypical  hyperplasia  (borderline  lesion) 

Ductal 

Lobular 

Explanatory  Notes  and  Supplements  to  the 
Consensus  Statement 

During  the  consensus  development  and 
by  subsequent  communication  to  the  Chair- 


man, it  was  recommended  that  the  following 
explications  be  included  with  the  consensus 
statement: 

1.  After  a general  discussion  of  epidemiologic 
risk  factors  for  breast  cancer,  the  participants 
agreed  to  limit  the  consensus  statement  to 
only  those  risk  factors  derived  from  pathologic 
examination  of  henign  breast  tissue. 

2.  The  indications  for  breast  biopsy  were  not 
discussed.  N othing  in  this  report  suggests  that 
a clinical  diagnosis  of  “fibrocystic  disease” 
must  be  followed  by  a biopsy  to  assess  the  risk 
for  invasive  carcinoma,  in  the  absence  of  a 
usual  indication  for  biopsy. 

3.  The  use  of  the  diagnostic  term  “fibrocystic 
disease"  is  discouraged;  the  terms  “fibrocystic 
changes”  or  “fibrocystic  condition”  are  pre- 
ferred. However,  when  any  of  the  above  diag- 
nostic terms  are  used,  the  component  lesions 
should  be  specified  so  that  the  pathology  con- 
sultation can  be  used,  along  with  other  rel- 
evant epidemiologic  data,  to  estimate  the  rel- 
ative risk  for  subsequent  invasive  cancer.  The 
component  lesions  can  be  specified  either  in 
the  body  of  the  report  or  in  the  diagnosis. 

4.  Epithelial  hyperplasias  were  discussed  and 
assigned  to  risk  categories.  Ducts  or  ductules 
(lobules)  with  an  epithelial  lining  of  no  more 
than  two  cells  deep  are  normal.  Mild  hyper- 
plasia exists  when  the  epithelium  is  greater 
than  two  but  not  more  than  four  cells  deep. 
Moderate  and  florid  hyperplasia  refer  to  more 
extensive  epithelial  proliferation.  In  the  ab- 
sence of  atypical  hyperplasia,  mild  hyperpla- 
sia is  not  associated  with  increased  risk  for 
invasive  carcinoma.  Moderate  or  florid  hyper- 
plasia without  atypical  hyperplasia  is  assoc- 
iated with  slightly  increased  risk  (1.5  to  2 
times)  for  invasive  carcinoma. 

5.  Atypical  hyperplasia  (ductal  or  lobular)  as 
used  here  refers  to  lesions  that  have  some  fea- 
tures of  carcinoma  in  situ  but  not  enough  to 
make  an  unequivocal  diagnosis  of  carcinoma 
in  situ-the  so-called  borderline  lesion.  While 
there  is  a moderately  increased  risk  for  inva- 
sive cancer  for  women  with  atypical  hyper- 
plasia (approximately  5 times  the  risk  of  con- 
trol populations  in  various  studies),  the  relative 
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risk  of  lesser  degrees  of  atypia  (mild,  moder- 
ate) has  not  yet  been  established.  Carcinoma 
in  situ  was  considered  during  the  discussion 
only  to  establish  the  end  point  for  atypical 
hyperplasia.  Of  course,  women  with  carci- 
noma in  situ  (ductal  or  lobular)  in  a breast 
biopsy,  who  have  no  further  treatment,  are  at 
high  risk  for  invasive  carcinoma  (8  to  10  times) 
relative  to  comparable  women  who  have  had 
no  breast  biopsy. 

6.  It  should  be  noted  that  while  the  consensus 
statement  defines  relative  risks  for  invasive 
carcinoma,  the  women  who  are  at  risk  for 
invasive  carcinoma  are  also  at  risk  for  in  situ 
carcinoma. 

7.  The  radial  scar  and  the  lactiferous  sinus 
solitary  papilloma  have  not  been  included  in 
the  risk  categories  because  of  the  lack  of  spe- 
cific data.  Until  data  are  available  for  these 
entities,  they  should  be  categorized  by  the 
characteristics  of  their  epithelial  components. 

The  participants  of  the  consensus  meeting 


included:  Robert  V.P.  Hutter,  M.D.,  Modera- 
tor; Jorge  Albores-Saavedra,  M.D.;  Elizabeth 
Anderson,  Ph.D.;  Sue  Amelia  Bartow,  M.D.; 
Donald  Bauermeister,  M.D.;  Gertrud  Berko- 
witz,  Ph.D.;  Maurice  M.  Black,  M.D.;  Harold 
Bowman,  M.D.;  Louise  Brinton,  Ph.D.;  Edwin 
B.  Cox,  M.D.;  William  D.  DuPont,  Ph.D.;  Clar- 
ence E.  Ehrlich,  M.D.;  Robert  Fechner,  M.D.; 
Edwin  R.  Fisher,  M.D.;  H.  Stephen  Gallager, 
M.D.;  Lawrence  Garfinkel;  William  H.  Hart- 
mann, M.D.;  Donald  E.  Henson,  M.D.;  Arthur 
I.  Holleb,  M.D.;  Norman  Hugo,  M.D.;  Hanne 
Jensen,  M.D.;  Eileen  B.  King,  M.D.;  Raphael 
Lattes,  M.D.;  Virginia  LiVoisi,  M.D.;  Kenneth 
S.  McCarty,  Jr.,  M.D.,  Ph.D.;  Robert  W.  Mc- 
Divitt,  M.D.;  Henry  Norris,  M.D.;  Harold  A. 
Oberman,  M.D.;  David  L.  Page,  M.D.;  Juan 
Rosai,  M.D.;  Paul  Peter  Rosen,  M.D.;  Edward 
F.  Scanlon,  M.D.;  Robert  E.  Scully,  M.D.; 
Herbert  Seidman;  Eve  Schulman,  M.Sc., 
Ph.D.,  D.E.C.H.;  Charles  Smart,  M.D.;  Michael 
Stainecker,  M.D.;  Sefton  R.  Wellings,  M.D.; 
David  P.  Winchester,  M.D.;  and  David  A. 
Wood,  M.D. 


LJOW  to  test  the  waters  of 
n.expanding  a practice 


without  getting 

The  floor  space  in  a 
medical  office  doesn’t 
usually  grow.  Omega 
Medical  Center  has  an  exciting  way  to 
low  your  office  space  to  grow  in  propor- 
to  your  patient  load.  We  offer  a 
ible  arrangement  of  office  suites  and 
mining  rooms  which  you  can  lease 
according  to  your  needs — for  as  little 
as  a few  hours  a week  or  as  much  as 
8 hours  a day.  Call  Deirdre  O’Connell  at 
302/368-5100  to  look  at  our  money- 
saving ideas  for  your  expanding  practice. 
After  all,  expanding  shouldn’t  take  the 
wind  out  of  your  sails. 

mega  Medical  Center  • Located  opposite  the  new  Christiana  Hospital 
15  Omega  Drive,  Building  K • Newark,  Delaware  19713  • 302/368-5100 
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The  measurement  of  HbA1  c offers 
an  accurate,  convenient,  and  repro- 
ducible index  of  long-term  blood 
glucose  control  in  diabetics. 


HEMOGLOBIN  A1 


LOCAL  OWNERSHIP 
—PERSONAL  PRIDE 


iiieillili 

INC. 

One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 


Unlike  urine  and  blood  glucose  tests,  HbAI  c mea-  i 
surennent  is  not  a momentary  look  at  glucose 
levels,  but  rather  an  indicator  of  the  average  blood  j 
glucose  concentration  over  a period  of  time.  Its  j 
value  is  not  affected  by  brief  fluctuation  in  glucose  ' 
levels,  nor  by  interference  associated  with  the 
measurement  of  total  HbAI . A single  HbAI  c value  f 
measured  every  2 to  3 months  senses  as  an  inte-  I 
grated  index  of  blood  glucose  control  and  provide;  | 
an  objective  view  of  diabetic  control  between  ap- 
pointments. This  can  be  especially  useful  when  | 
monitoring  diabetics  during  pregnancy,  a time  wh 
control  is  most  important  for  the  health  of  both  | 
mother  and  child. 

The  amount  of  adult  hemoglobin  that  becomes 
glycosylated  to  form  HbAI  c is  directly  related  to  tiji 
average  concentration  of  glucose  in  the  blood.  In ; 
normal  person,  about  3-6%  of  HbA  is  glycosylater 
in  the  diabetic,  the  percentage  of  HbAI  c may  dou, 
ble,  or  even  triple,  depending  upon  the  degree  of 
hyperglycemia.  As  the  blood  sugar  of  a diabetic 
patient  normalizes,  the  HbAI  c value  will  gradually' 
approach  normal  levels,  although  this  will  take  ' 
several  weeks, 

With  the  availability  of  HbAI  c measurements  it  is 
now  possible,  therefore,  to  accurately  and  objec- 
tively monitor  long-term  blood  glucose  control. 

We  would  be  pleased  to  provide  you  with  additioi  || 
information  about  this  new  test,  or  any  of  our  ex  !ii! 
tests  or  profiles. 
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Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information,  contact  the 
Journal  office,  658-3957. 


TORT  REFORM:  . . AT  THE  CRITICAL 

MOMENT”? 

For  my  editorial  debut  in  the  Delaware  Med- 
ical Journal,  I had  in  my  mind  a review  of  the 
liability-insurance  crisis  facing  our  state  and 
country.  Unfortunately,  the  March  24,  1986 
issue  of  Time  magazine  arrived  at  my  doorstep 
and  virtually  stole  all  of  my  thunder.  Gone 
was  my  rush  to  express  dismay  at  the  closing 
of  several  day  care  centers  in  Colorado  because 
of  cancellation  of  liability  coverage,  even 
though  most  have  never  had  a single  insur- 
ance claim  filed  while  in  business.  Shattered 
was  my  report  of  a few  New  Hampshire  bars 
charging  exorbitant  prices  for  beer  and  drinks 
since  courts  bave  on  occasion  held  owners  of 
these  establishments  partially  responsible  for 
damages  caused  by  intoxicated  patrons.  In- 
stead, I will  focus  on  a letter  I received  on 
February  3,  1986,  from  Searle  Pharmaceuti- 
cals Inc. 

“Dear  Doctor: 

“After  careful  consideration,  G.D.  Searle  & 
Company  announces  that  it  will  discontinue 


sales  of  Cu-7  Intrauterine  Copper  contracep- 
tive, Tatum-T  Intrauterine  Copper  contracep- 
tive, and  Mark-7  Disposable  Intrauterine 
Sound  in  the  United  States,  effective  January 
31,  1986  . . . The  escalating  cost  of  defending 
unwarranted  product  litigation  makes  continu- 
ing in  the  lUD  business  in  the  U.S.  no  longer 
economically  sensible  for  the  Company.  Searle 
made  this  decision  because  of  mounting  unjust- 
ified litigation  in  the  U.S.  that  has  made 
future  product  liability  insurance  virtually 
unobtainable.” 

What  this  means  to  the  slightly  more  than 
one  million  women  who  use  lUDs  is  that  their 
options  have  been  drastically  reduced  regard- 
ing contraception.  If  a woman  is  over  35  year 
of  age  or  over  30  years  of  age  and  a cigarette 
smoker,  her  choice  is  a barrier  form  of  contra- 
ception, permanent  sterilization,  an  unwanted 
pregnancy,  or  abortion.  Tbe  scenario  is  the 
same  for  women  who  cannot  or  will  not  use  the 
Pill  for  whatever  reason. 
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Position  Avaiiable 

Physician  needed  for  family 
practice,  2V2  days  per  week. 

For  more  information, 
please  contact: 

Charles  G.  Wagner,  M.D. 

424  Mulberry  Street 
Milton,  Delaware  19968 
(302)  856-4177 


RADIO  BROADCASTING  CO. 

A Metromedia  Company 

DELAWARE’S  LARGEST  RADIO  PAGING  SERVICE 


BEEPER  SIGNAL  FROM  6 STATIONS 


NOW  COVERS  THE  ENTIRE  STATE 

DOVER 

MILFORD 

SEAFORD 

MILLSBORO 

WILMINGTON 

REHOBOTH  BEACH 

FOR  MORE  INFORMATION  CALL: 


WILMINGTON 
DOVER  


656-2774 

734-1160 


Editorhils 


Searle’s  decision  unfortunately  undermines 
the  public’s  trust  in  all  contraceptive  devices. 
Given  the  present  climate,  a few  more  claims 
against  oral  contraceptive  manufacturers  be- 
cause of  thromboembolic  catastrophes  or  sim- 
ilar medical  problems  will  lead  to  those  manu- 
facturers sending  me  a letter  similar  to  Searle’s 
before  too  long. 

Nietzche  wrote,  “At  the  critical  moment, 
mankind  too  often  forgets  precisely  what  it  is 
trying  to  accomplish.”  By  marching  on  several 
state  capitals,  we  as  health  care  providers 
have  been  in  the  vanguard  in  spearheading 
tort  reform  and  stricter  insurance  regulations. 
Our  voices  were  among  the  first,  and,  hopeful- 
ly with  many  more  voices  behind  us,  we  will 
not  forget  what  we  are  trying  to  accomplish. 

Jeffrey  L.Chait,  M.D. 


A PICTURE,  WORTH  A THOUSAND  WORDS 

Bright  colors  have  always  attracted  me. 

One  day,  leafing  through  a medical  journal, 
my  attention  was  suddenly  seized  by  a beauti- 
ful picture  advertising  a current  drug.  It  was  a 
painting  with  a Biblical  theme  and  constituted 
in  a brilliant  array  of  browns,  orange  and 
yellows.  Out  of  an  orange-yellow  sky,  over- 
shadowed by  a towering  brown  storm  cloud 
resembling  a flaming  cauldron,  rode  four 
horsemen  silhouetted  in  black,  against  the 
oncoming  storm.  They  were  the  four  horsemen 
of  the  Apocalypse,  depicting  War,  Famine, 
Disease,  and  Death,  coming  in  judgment  on 
the  world,  as  described  in  the  Book  of  Revela- 
tions in  the  Bible.  The  painting  was  labeled, 
“The  Four  Horsemen  of  Stroke.” 

For  considerable  time,  I contemplated  the 
beauty  of  the  painting  and  its  powerful  mes- 
sage, which  identified  the  four  (at  that  time) 
risk  factors  in  the  American  lifestyle  contrib- 
uting to  cardiovascular  disease. 

Later  that  day,  I was  introduced  to  a new 
patient.  He  immediately  reminded  me  of  the 
painting  on  which  I had  meditated,  for  he  was 


obese  (354  lbs.),  already  diabetic  and  hyperten- 
sive, and  only  35  years  old.  Stimulated  by 
memory  of  the  risk  factors,  I reopened  the 
journal  to  the  painting  and  shared  its  message 
with  my  new  patient.  Then  with  a propitious 
inspiration,  I tore  out  the  page  and  handed  it  to 
him  with  the  advice,  “Jack,  you  have  a lot  of 
dieting  ahead  of  you.  Take  this  picture  along 
for  your  office  or  your  refrigerator,  not  as  a 
scare  tactic,  but  as  a constant  reminder  to  keep 
you  faithful  to  the  dieting  which  you  simply 
must  undertake  during  the  next  year.” 

My  patient  accepted  the  picture  with  great 
enthusiasm  and  the  diet  advice  with  some- 
what less;  but  he  understood  his  need  to 
reduce.  Over  the  next  several  months,  he 
returned  regularly  for  his  checkups.  He  showed 
excellent  weight  loss,  his  diabetes  and  hyper- 
tension, both  mild  at  this  stage,  came  under 
satisfactory  control.  Then  came  a visit  when  I 
was  overwhelmed  with  pleasure  and  surprise, 
for  he  carried  a full-sized  oil  painting,  a perfect 
copy  of  the  four  horsemen  advertisement 
which  I had  given  him  on  a whim.  It  had 
meant  so  much  to  him  that  he  had  commissi- 
oned an  artist  to  paint  two  copies,  one  for  his 
office  and  one  for  mine.  I was  delighted  by  the 
beautiful,  unexpected  gift  and  the  visible 
influence  that  the  picture  was  producing  for 
my  patient  toward  improving  his  habits  and 
health. 
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Call  Us... 

and  find  out  why  Delawareans  are 
choosing  Happy  Harry’s  as  their  source 

ot  Durable  Medical  Equipment... 

The  Customer  Oriented,  Full-line  Supplier, 
bound  to  Quality  and  Service. 

The  Exceptionally  Dependable, 

single  source  tor  DME... 


HOME  HEALTH 

EVERYTHING  FOR  YOUR 
16-A  TROLLEY  SQUARE 


CARE  SERVICE 

PATIENT'S  GOOD  HEALTH 
WILMINGTON,  DE  19806 


(302)  654-3019 
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That  was  ten  years  ago,  and  the  story  does 
not  end  there. 

The  painting  was  hung  on  the  wall  behind 
my  desk,  where  the  patient  facing  me  could  not 
help  but  see  its  striking  scene.  Very  frequently, 
it  prompts  questions  as  to  its  meaning,  so  it  is 
still  proclaiming  its  important  message  of 
cardiovascular  risks  in  the  American  lifestyle 
every  working  day.  This  has  given  me  oppor- 
tunities to  discuss  the  risk  factors  with  hun- 
dreds of  people  and  to  enlighten  them  as  to 
risks  present  in  their  or  their  families’  lives. 
Many  people  in  all  walks  of  life,  men  and 
women,  have  expressed  sincere  appreciation 
for  the  picture  which  so  vividly  called  this 
situation  to  their  attention.  Many  pounds  have 
been  shed,  many  diabetics  and  hypertensives 
have  become  more  serious  in  controlling  their 
diseases,  many  smokers  have  quit  their  ciga- 
rettes, because  of  the  message  of  the  four  riders 
coming  out  of  the  storm. 

To  make  the  message  more  clear,  small 
medieval-type  flags  and  banners  for  the  riders 
to  carry  were  prepared,  each  listing  a risk  fac- 
tor. These  brightly  colored  additions  made  the 
painting  more  interesting  and  vivid  by  being 
three-dimensional  and  even  more  colorful.  This 
was  necessary,  too,  for  the  risk  factors  have 
increased  in  number  since  that  early  drug 
advertisement.  At  present,  one  would  need  six 


A nursing  center  so  nice, 
it  feels  like  home. 

• skilled  and  intermediate  care 
• out-patient  physical  therapy 

• in-house  physical,  speech,  and 
occupational  therapy 

respite  care 

Leader  Nursing 
and  Rehabilitation 
Center 

700  Foulk  Road 
Wilminyton 
(302)  764  0181 


FOR  RENT 

Medical  Office  Suite 
3 Exam  Rms,  Bus  Ofc, 
Consult  Rm,  Waiting  Rm 
(1250  sq.  ft.) 

Avail.  Dec.  1 
13th  & Scott 

For  information 

652-3353 

Mary  Ann  O’Fiynn 


Visiting  Nurse  Association  of  Delaware 
2713  Lancaster  Avenue 
Wilmington,  DE  I 9805 

658-5205-WILMINGTON 
A STATE-WIDE  NON-PROFIT  HOME  HEALTH 
CARE  AGENCY  PROVIDING 
Nursing 

Homemaker  Home  Health  Aide 
Physical  Therapy 
Occupational  Therapy 
Sp  eech  Therapy 
Medical  Social  Work 
Nutrition 

SERVING  DELAWARE  SINCE  1922 
A PARTICIPATING  MEDICARE  AGENCY 

422-201  0— Milford  366-8773  — Newark 
227-428 1 —Rehoboth  734-4783  — Dover 
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Medical  Practice  Sales 

Listed  below  are  a few  available  practices: 

• Allergy  - Large  Philadelphia  practice 

• FP  + Int  Med.  - Two  Philadelphia  practices 

• Internal  Medicine  - Arizona;  Bethesda, 
Maryland;  large  practice  in  Western 
Pennsylvania 

• Orthopedic  Surgery  - Western 
Pennsylvania 

• Pediatrics  - Colorado;  Eastern  Pennsyl- 
vania and  Southern  New  Jersey 

• Surgery  - New  Jersey 

WE  SPECIALIZE  IN  THE  VALUATION  AND 
SELLING  OF  MEDICAL  PRACTICES. 

IF  INTERESTED  IN  BUYING  OR  SELLING 
A MEDICAL  PRACTICE,  CONTACT 
OUR  BROKERAGE  DIVISION  AT: 

Health  Care 
Personnel  Consulting 

403  GBS  Building, 

Bala  Cynwyd,  Pa.  19004 
(215)  667-8630 


OFFICE  FOR  SALE 
OR  LEASE 

500  Christiana  Medical  Center 

1200  Sq.  Ft.  medical  office  condo  in  Chris- 
tiana Medical  Center,  ocross  Rt.  7 from 
Christiana  Mall. 

MOVE-IN  CONDITION 

Prime  location,  just  off  1-95,  less  than  5 
minutes  from  Christiana  Hospital. 

IMMEDIATE  OCCUPANCY  AVAILABLE 

Please  Call 

738-5306 

To  Inquire 

(if  no  answer,  call  475-0928) 


Glasrock 
Home  Health 
Care 


Think  of  us  for: 

* Respiratory  Care  Program— Res- 

piratory  therapist  gives  home  instruction 
and  scheduies  periodic  home  visits  white 
using  our  equipment. 

*Home  Ventilator  Program -a  com- 

ptete  program  designed  to  provide  a smooth 
transition  from  the  hospitat  to  home  for  those 
patients  requiring  mechanicai  ventiiation. 

* Apnea  Monitoring  Program -r/te 

tatest  in  infant  monitors  pius  24-hour  sup- 
port from  our  staff. 

* Diabetic  Monitoring  Training -ive 
are  certified  training  centers  for  the  most 
widety  accepted  diabetic  monitors  and 
suppties. 

* Enteral  Nutrition  Support  Program 

—A  compiete  tine  of  bags,  tubes  and  for- 
mutas  to  fiii  your  needs  for  food  pump  or 
gravity. 

*Pain  Management— 7EA/S,  biofeed- 
back and  muscte  stimuiators  for  rentat  and 
sate  on  your  prescription. 

‘Ostomy  Care  Centers— Our  staff  is 
trained  in  ostomy  care  and  products.  We 
ship  anywhere  by  UPS. 

* And,  a comptete  setection  of  home  heatth 
care  needs. 


Glasrock  Home  Health  Care 


Concord  Pike  1908  Kirkwood  Highway 
Independence  Mall  Newark 

(302)  655-6990  (302)  644-1 1 02 


504  N.  DuPont  Highway,  Dover 
(Across  from  K-Mart) 
(302)674-2210 
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horsemen,  so  two  of  the  four  now  carry  two 
extra  flags.  The  flags  are  labelled  Overweight, 
Diabetes,  Hypertension,  Smoking,  Elevated 
Blood  Cholesterol,  and  Stress.  Some  cardio- 
vascular specialists  would  add  two  other  flags, 
as  the  list  of  risk  factors  continues  to  grow. 

Someone  long  ago  wisely  opined  that  “a  pic- 
ture is  worth  a thousand  words.”  In  this  case,  a 
simple,  beautiful  painting,  attractive  and  sym- 
bolic, has  been  worth  thousands  of  words  in 
patient  education  and  has  produced  many 
decisions  to  change  behavior,  reduce  cardio- 
vascular risks,  and  hopefully,  live  a longer, 
more  healthy  life. 

What  happened  to  my  obese  patient  who 
ordered  the  painting?  He  became  my  friend 
and  continued  losing  weight  for  about  a year. 
Then  his  business  moved  him  far  away.  At- 
tempts at  follow-up  of  his  progress  have  been 
unsuccessful. 

I would  certainly  like  to  tell  him  of  the  con- 
tinuing positive  results  coming  from  the  mes- 
sage proclaimed  by  his  gift.  Also,  I would 
really  like  to  know  what  he  weighs  now! 

Jack,  out  there  somewhere,  do  you  still  heed 
the  horsemen  and  the  flags? 

Joseph  C.  MacKnight,  M.D. 


EYE  CARE  FOR  THE  NEEDY  ELDERLY 

All  physicians  should  be  aware  that 
the  American  Academy  of  Ophthalmology  is 


launching  a nation-wide  project  to  make  an 
effort  to  provide  eye  care  for  America’s  elderly, 
regardless  of  their  ability  to  pay.  The  National 
Eye  Care  Project,  sponsored  by  the  F'ounda- 
tion  of  the  American  Academy  of  Ophthal- 
mology, began  in  Delaware  on  June  2, 1986.  By 
that  time,  many  Delaware  ophthalmologists 
will  have  volunteered  to  participate  in  the  pro- 
gram with  the  understanding  that  they  will 
accept  Medicare  or  other  health  insurance  as 
payment  in  full.  Should  a patient  have  no  med- 
ical coverage  whatsoever,  then  the  physician 
will  provide  his/her  services  free. 

The  program  is  for  American  citizens  or 
legal  residents  who  are  65  years  or  older  and 
do  not  have  a personal  ophthalmologist.  The 
patient  will  call  a toll-free  number  and  an 
operator  will  employ  a computerized  system  to 
match  the  caller  with  the  next  volunteer  ophthal- 
mologist in  rotation.  This  program  is  not  to 
serve  as  a second  opinion  program;  patients  who 
are  known  to  have  an  ophthalmologist  will 
not  be  accepted.  The  emphasis  is  on  the  needy. 

Half  of  the  $3,000,000  cost  for  1986  has  been 
donated  by  ophthalmologists.  The  Foundation 
has  made  a commitment  to  continue  this  pro- 
ject as  long  as  resources  and  volunteer  medical 
services  are  available.  The  goal  of  American 
ophthalmologists  is  to  insure  that  older  citizens 
receive  the  necessary  professional  medical 
care  regardless  of  their  ability  to  pay. 

Robert  Abel,  Jr.,  M.D. 

Joshua  Kalin,  M.D. 


Why  FEE-ONLY  Financial  Planning? 

A first  rate  financial  advisor  must  be  both  Impartial  and  knowledgeable. 
Impartial  In  considering  the  full  range  of  alternatives  for  your  financial  needs 
and  knowledgeable  In  selecting  the  proper  solution  for  those  needs.  A feer 
only  financial  advisor  does  not  accept  commissions  as  a form  of  compensa- 
tion. The  advisor  can  thus  be  Impartial  In  mak'ng  recommendations,  whether 
they  are  In  tax  planning,  investments  or  other  areas  of  financial  planning. 

Find  out  more  about  fee-only  financial  planning  by  contacting; 

VINCENT  A.  SCHIAVI,  CFP 

33  C TROLLEY  SQUARE  (302)  656-4472 
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The  NAVY  is 

STRONG  MEDICINE 

The  United  States  Navy  Medical  Command  desires  physicians  who  want  to  practice  medicine...  not  be  business 
managers.  The  Navy  offers  specialists  quality  clinical  experience  and  professional  growth,  a very  comfortable 
lifestyle  without  financial  and  administrative  worries,  and  the  valuable  time  to  spend  with  family  and  friends  while 

planning  the  future. 

• GENERAL  SURGERY 

• PREVENTIVE  MEDICINE 

• OB  - GYN 

• CRITICAL  CARE 

• OTOLARYNGOLOGY 

• DIAGNOSTIC  RADIOLOGY 

• PSYCHIATRY 

• PEDIATRICS 

LOCATIONS 

23  modern  medical  facilities  nationwide  located  along  the  east  and  west  coast  as  well  as  nine  hospitals  overseas 
including  those  in  Japan,  Spain,  Italy  and  the  Phillippines. 

BENEFITS 

• Varied  clinical  experience 

• 30  days  annual  vacation 

• Full  malpractice,  medical/dental  coverage 

• Net  starting  salaries  from  $45,000  to  $55,000 

• Non-contributive  retirement  package  which  yields  approximately  $20,000  a year  after  20  years  of  service  or 

$30,000  after  30  years. 

MINIMUM  QUALIFICATIONS 

• State  license  • U.S.  Citizen 

• Graduate  of  AMA/AOA  medical  school 

• Excellent  professional  references 

For  complete  details  coll: 

Jim  Lioncoske  at  (215)  568-2042  collect, 

or  send  curriculum  vitae  to:  Medical  Officer  Programs 

128  N.  Broad  St.  Philadelphia,  PA  19102 

Full  Service  Nuclear  Medicine 
Laboratory 

Computerized  Imaging  - Therapy 

DELAWARE  NUCLEAR  MEDICINE 

Nuclear  Cardiology 

Thallium  and  Radionuclide  Ventriculography 
Thyroid  Evaluation  and  Treatment 


330  Christiana  Medical  Center 
Newark,  DE  19702 
(302)  368>3000 
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THE  SEMANTICS  OF  DEATH 

To  The  Editor: 

Of  course,  semantics  is  the  study  of  mean- 
ings of  words  and  we  do  communicate  hy 
words,  don’t  we?  But,  the  semantics  sometimes 
make  communication  difficult,  occasionally 
treacherous,  and  from  time  to  time  destructive. 
Often  poorly  chosen  words  become  established 
by  custom  and  convenience  so  that  they  change 
in  meaning.  These  changes  are  the  parents  of 
ambiguity. 

The  expressions  “brain  death”  and  “life 
support  systems”  are  causing  problems.  We 
talk  of  a person  being  “brain  dead”  which 
leaves  open  the  question  as  to  whether  or  not 
the  person  is  dead.  With  the  approval  of  the 
legislature,  persons  in  Delaware  who  have 
completely  dead  brains  are  dead.  If  the  brain  is 
dead,  then  we  can  say,  directly  and  legally,  the 
person  is  dead.  If  we  wish  to  specify,  we  may 
say  that  he  is  dead  by  neurologic  criteria.  But, 
we  must  be  ready  to  deal  with  the  parent  who 
holds  the  child’s  warm  hand,  feels  the  pulse, 
watches  the  ventilated  chest  rise  and  fall,  and 
who  knows  that  the  brain  is  dead  but  cannot 
accept  that  the  child  is.  Somehow  these  images 
are  always  cast  in  the  pediatric  setting,  but  I 
have  seen  similar  devotion  between  adults. 
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Let  us  just  accept  the  image  as  an  illustration. 
It  would  probably  be  a kindness  for  physicians 
and  others  working  with  the  patient  to  refer  to 
his  death  rather  than  to  the  death  of  his  brain. 
The  impact  of  reality  could  be  prepared  for 
more  appropriately. 

Similarly,  we  cannot  discontinue  “life  sup- 
port” on  a corpse.  We  can  discontinue  “organ 
support”,  but  not  life  support.  Life  support  is 
for  the  living.  If  the  patient  is  dead  (and  he  is 
legally  dead  if  his  brain  is  dead),  then  the  most 
we  can  discontinue  is  the  support  of  his  supra- 
vital organs. 

According  to  the  News-Journal  papers  a 
Delaware  resident  in  Washington,  who  had 
been  pronounced  dead  by  neurologic  criteria, 
received  an  injection  that  stopped  some  elec- 
trical activity  detected  by  a monitor.  Why 
these  electrical  discharges  were  considered 
significant  enough  to  do  anything  about  I do 
not  know.  I do  know,  however,  that  they  did 
not  relate  to  the  life  of  the  person.  That  had 
ended. 

Perhaps  the  matter  would  never  have  gone 
to  the  attorney  general  and  to  the  newspapers 
if  the  people  working  with  that  patient  had 
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spoken  of  his  death  rather  than  of  “brain 
death”  and  had  referred  to  the  gadgets  as 
“organ  support”  rather  than  as  “life  support”. 

Martin  Gibbs,  M.D. 


PUBLIC  SMOKING  COMING  TO  AN  END? 

To  the  Editor: 

Should  smokers  refrain  from  smoking  in  the 
presence  of  non-smokers? 

Would  you  support  State  legislation  that 
would  create  no  smoking  areas? 

These  were  just  a few  of  the  questions  asked 
of  Delawareans  who  participated  in  a recent 
survey  conducted  by  the  Delaware  Household 
Survey,  College  of  Urban  Affairs  and  Public 
Policy.  The  survey  was  concerned  with  many 
different  issues  on  smoking,  and  the  results 
may  have  a strong  impact  on  House  Bill  414. 
Bill  414  is  an  act  to  amend  part  II,  Title  16 
of  the  Delaware  Code  relating  to  health  and 
safety,  and  providing  for  the  use  of  public 
places  by  smokers  and  non-smokers. 

The  survey,  which  was  conducted  for  the 
Delaware  Lung  Association,  shows  that  93 
percent  of  Delawareans  now  believe  that  smok- 
ing is  hazardous  to  their  health.  Sixty-three 
percent  of  all  adults  believe  that  smokers 
should  refrain  from  smoking  in  a public  place. 
(Participants  in  the  survey  were  not  primarily 
non-smokers,  as  these  results  may  lead  one  to 
suspect.  In  fact,  50  percent  of  those  surveyed 
were  smokers  or  past  smokers.) 

From  those  individuals  who  agreed  that 
smokers  should  refrain  from  smoking  in  the 
presence  of  non-smokers,  44  percent  agreed 
that  smokers  should  refrain  from  smoking  at 
home,  68  percent  agreed  that  they  should 
refrain  from  smoking  in  restaurants,  and  62 
percent  agreed  that  smokers  should  refrain  at 
work. 

Of  all  Delawareans  surveyed,  54  percent 
were  in  favor  of  no  smoking  legislation  in  the 
workplace,  64  percent  favored  no  smoking  in 
government  buildings,  68  percent  in  auditor- 


iums, 66  percent  in  restaurants,  and  63  percent 
favored  no  smoking  in  food  stores. 

This  survey  provides  evidence  that  Dela- 
wareans now  understand  that  the  health 
hazards  of  smoking  go  beyond  the  active 
smoker  to  the  involuntary  smoker.  Smoking 
can  no  longer  be  viewed  as  merely  an  issue  of 
courtesy;  it  is  a serious  health  issue.  Dela- 
wareans, both  smokers  and  non-smokers,  are 
worried  about  their  health  and  the  health  of 
those  around  them. 


Leonard  P.  Lang,  M.D. 

President 
Delaware  Lung  Association 


(Ed.’s  note:  House  Bill  414  was  defeated  in  early  April.  However,  a modified 
bill  was  approved  on  May  15,  1986  and  restored  to  the  House  calendar  for 
further  consideration.) 
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WORKING  AT  THE  HMO  OF  DELAWARE 

To  The  Editor: 

Over  the  past  two  and  one-half  years,  I have 
been  asked  the  same  question  frequently:  “How 
do  you  like  working  at  the  HMO?” 

Having  practiced  pediatrics  for  23  years  in 
the  “fee-for-service”  arena  of  health  care,  I was 
naturally  apprehensive  and  hesitant  about 
going  to  work  for  The  HMO  of  Delaware.  How- 
ever, I have  found  it  a challenging  change  in 
my  practice  and  my  life. 

It  is  true  that  I have  sacrificed  some  of  my 
freedom  in  scheduling  patients.  I no  longer 
establish  my  own  work  week.  In  addition,  I 
have  become  more  aware  of  the  cost  of  health 
care  when  I sign  the  authorization  for  the 
payment  of  consultant’s  services,  medical  ser- 
vices, and  studies  I have  recommended.  There 
is  also  more  bureaucracy  and  paperwork,  but 
I’ve  learned  to  live  with  that. 

However,  as  an  HMO  physician,  I have  been 
relieved  of  most  of  the  business  aspects  of 
running  a practice.  With  a planned  schedule, 
there  are  more  opportunities  for  a reasonable 
lifestyle.  CME  and  vacation  time  are  very 
attractive.  I feel  that  I am  adequately  compen- 
sated for  my  efforts,  especially  considering  the 
fringe  benefit  package. 

It  is  a real  pleasure  to  have  readily  available 
formal  or  informal  discussion  and  consulta- 
tion with  my  colleagues.  Working  as  a “team” 
with  a pediatric  nurse  practitioner  and  a medi- 
cal assistant  to  serve  our  patients  has  been  an 
enjoyable  experience.  It  is  gratifying  to  me  to 
see  the  “team  approach”  giving  a caring  and 
personal  attitude  and  concern  for  the  patient. 
It  is  also  satisfying  to  see  my  co-workers  being 
conscientious  about  patients’  problems  and 
giving  the  same  quality  care,  if  not  better, 
than  in  private  practice. 

So  . . . how  do  I like  it  at  The  HMO? 

I like  it. 

George  R.  Hilty,  M.D. 
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E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


PHYSICIAN’S  HANDBOOK,  21  ST  EDITION, 
by  Marcus  A.  Krupp,  Lawrence  M.  Tierney, 
Jr.,  Ernest  Jawetz,  Robert  L.  Roe,  Carlos  A. 
Camary,  Lange  Medical  Publications,  Los 
Altos,  CA.  880  pp.  Price  $16.50 
With  20  editions  behind  them,  the  authors  of 
this  revised  edition  of  the  Physician’s  Hand- 
book have  provided  a useful  updated  source  of 
reference  of  essential  medical  facts.  Also  pub- 
lished in  five  languages,  the  book’s  intended 
audience  covers  both  nurses  and  beginning 
and  practicing  physicians. 


Chapters  are  written  in  progressive  order, 
beginning  with  physical  examinations,  fol- 
lowed by  descriptions  of  essential  diagnostic 
tests  with  interpretations  and  chapters  cover- 
ing a number  of  medical  issues  encountered  in 
daily  practice  such  as  immunizations,  diet  and 
nutrition,  poisons  and  toxins. 

Specific  changes  in  this  latest  edition  include 
additional  information  on  medical  genetics, 
a discussion  of  the  changes  in  resistance 
to  infection  with  reference  to  AIDS,  updated 
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drug  selections  for  infectious  diseases,  and  an 
appendix  of  desirable  weight  tables. 


What  I personally  have  found  to  be  particu- 
larly useful  in  everyday  practice  is  the  book’s 
extensive  use  of  tables  to  provide  immediate 
access  to  clinical  data  and  the  updated  survey 
of  common  drugs  with  guidelines  for  their  use. 

The  fact  that  this  is  the  21st  edition  of  the 
Physician’s  Handbook  reflects  its  usefulness 
and  hence  its  durability.  It  achieves,  in  my 
opinion,  what  it  sets  out  to  do  - “to  provide  a 
pocket  compendium  of  essential  medical  facts 
and  a guide  to  the  interpretation  of  data  which 
must  be  dealt  with  in  the  daily  practice  of 
medicine.” 

Michael  Romanowsky,  M.D. 


FAMILY  KALEIDOSCOPE,  by  Salvadore 
Minuchin,  Harvard  University  Press,  Cam- 
bridge, MA.  1984.  246  pp.  Price  $15.00. 

Salvadore  Minuchin,  M.D.  is  research  pro- 
fessor of  psychiatry  at  New  York  University 
School  of  Medicine  and  clinical  professor  of 
child  psychiatry  at  University  of  Pennsylva- 
nia School  of  Medicine.  His  specialty  is  family 
therapy  and  behavioral  disorders. 

Minuchin  quickly  shows  that  the  individual 
and  his  aberrant  behavior  can  be  understood 
only  as  part  of  the  dynamics  of  the  family 
relationship,  that  “we  live  our  lives  like  chips 
in  a kaleidoscope,  always  part  of  patterns  con- 
stantly changing  as  family  dynamics  change.” 

He  illustrates  how  families  work  by  carrying 
tbrougb  the  lives  of  ten  troubled  families,  in 
brilliant  detail  interweaving  the  discussion 
with  dialogues  with  an  imaginary  reader, 
fables,  and  plays.  “I  bave  mixed  fact  and  fic- 
tion with  no  real  attempt  to  sort  them  out  in 
scholarly  fashion.  Each  claims  to  portray 
reality-just  as  in  life.” 
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And  portray  it  he  does.  This  hook  is  fascinat- 
ing reading. 

David  Platt,  M.D. 


MANUAL  OF  PEDIATRIC  THERAPEUTICS, 
THIRD  EDITION,  DEPARTMENT OFMEDICINE 
CHILDREN’S  HOSPITAL,  BOSTON,  Edited  by 
John  W.  Graef,  M.D.  and  Thomas  E.  Cone, 
Jr.,  M.D.,  Little,  Brown,  & Co.,  Boston,  MA, 
1 985,  61 8 pp.  Ulus.  Price  $1 7.95. 


Most  often  it  is  those  who  have  reached  the 
highest  echelons  of  the  medical  hierarchy  who 
compile  information  for  a medical  manual.  It 
is  therefore  refreshing  for  a starting  physician 
like  myself  to  find  a book  which  has  been  writ- 
ten primarily  by  my  peers.  This  3rd  edition  of 
the  Manual  of  Pediatric  Therapeutics  (like  the 
two  previous  editions)  was  largely  put  together 
by  house  officers  and  fellows  in  training  at 
Children’s  Hospital  in  Boston,  using  exper- 
ience they  gained  in  daily  management  of  the 
sick  child. 


Special  new  features  of  this  book  include 
chapters  on  Well  Child  Care,  Behavior  and 
Metabolic  Diseases  as  well  as  a broadened 
chapter  on  Emergency,  to  include  ICU  Medi- 
cine and  Acute  Care. 


The  backbone  of  the  Manual,  remains, 
however,  updated  to  incorporate  developments 
in  the  four  years  since  publication  of  its 
predecessor. 


Opening  chapters  concentrating  on  general 
considerations  in  pediatric  care  are  followed 
by  chapters  covering  the  gamut  from  general 
care  of  the  newborn  to  the  detailed  manage- 
ment of  specific  diseases  and  disorders.  There 
are  chapters  on  renal  and  cardiac  as  well  as 
skin  and  eye  disorders.  The  focus,  as  the  man- 
ual title  suggests,  is  on  therapy,  but  each  chap- 
ter provides  a detailed  description  of  the  dis- 
ease or  disorder  from  etiology  to  treatment. 

Extensively  cross-referenced  with  a long 
and  detailed  index,  the  manual  remains  true  to 
format  of  the  pocket  handbook.  Covering  the 
spectrum  from  birth  to  adolescence,  it  provides 
not  only  a quick  and  concise,  but  also  a well 
detailed  source  of  reference  for  intern  and 
pediatrician  alike. 

Michael  Romanowsky,  M.D. 


LOW  BACK  PAIN,  by  Bernard  E.  Finneson, 
M.D.,  J.B.  Lippincott  Co.,  Philadelphia,  PA, 
1981.  597  pp.  Ulus.  Price  $49.50. 


UNWANTED  HAIR  PERMANENTLY  REMOVED 

Frances  B.  Aerenson, 

R.N. 

LICENSED  ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 

This  is  a well-written  text  by  a local  author. 
Dr.  Finneson  is  associate  professor  of  Neuro- 
surgery at  Hahnemann  University,  and  Direc- 
tor of  the  Crozer-Chester  Medical  Center  Low 
Back  Pain  Clinic  in  Chester,  Pennsylvania. 
For  the  past  8 years,  he  has  dealt  exclusively 
with  low  back  dysfunction. 

As  stated  in  the  Preface,  the  purpose  of  the 
book  is  “to  provide  a practical  and  useful  guide 
for  evaluation  and  management  of  the  various 
forms  of  low  back  dysfunction  commonly 
encountered  in  practice.”  And  in  this  it  is 
highly  successful.  This  is  a comprehensive 
treatment  of  the  low  back,  involving  597  pages. 
The  book  begins  with  chapters  on  Anatorpy, 
Biomechanics,  Evaluation,  and  an  extensive 
one  on  Roentgenography  of  the  L-S  spine  (111 
pages).  Chapter  5 deals  with  the  psychology  of 
low  back  dysfunction,  including  a section  on 


nonorganic  backache,  as  seen  in  the  hypo- 
chondriac and  malingerer. 

The  book  then  discusses  the  various  treat- 
ment modalities,  from  conservative  treatment, 
to  spinal  manipulation,  to  surgical  techniques. 
The  second  half  of  the  text  takes  a more  in- 
depth  look  at  specific  disease  entities;  such 
as,  lumbosacral  strain,  disc  disease,  stenotic  ' 
lesions,  spondylolisthesis,  infections,  tumors, 
a particularly  good  chapter  on  uncommon 
causes  of  low  back  pain  and  experimental  and  | 
unorthodox  treatments.  j 

I 

All  20  chapters  are  well-illustrated  and  | 
thorough.  The  drawings  and  x-ray  reproduc-  i 
tions  are  plentiful  and  superb.  This  is  a super-  ' 
ior  treatise  for  anyone  wishing  a detailed  kno wl-  j 

edge  or  a first-class  reference  on  low  back  pain.  | 

I 

Raymond  R.  Strocko,  M.D.  1 
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THE  PROBLEM  WITH  MEDICARE 


The  March  15, 1986  edition  of  The  New  Eng- 
land Journal  of  Medicine  carried  a special 
report  entitled  “The  Future  of  Medicare.”  The 
report  is  extracted  from  the  examination  by 
the  Harvard  Medicare  Project  of  the  20  year 
old  Medicare  Program. 

The  special  report  compliments  the  Medi- 
care Program  and  at  the  same  time  highlights 
the  problems,  limitations,  and  weaknesses  of 
it.  It  is  reassuring  that  this  prestigious  group 
lists  many  of  the  deficits  which  have  troubled 
the  medical  community.  The  report  is  well- 
done,  and  I suggest  that  it  be  reviewed  by 
every  practicing  physician. 

The  hard  fact  is  that  the  cost  of  providing 
medical  care  to  the  elderly  commensurate  with 
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the  quality  and  amount  of  care  enjoyed  by  the 
average  American  is  expensive.  Few  would 
argue  that  any  other  standard  should  apply. 
Attaining  this  goal  in  the  face  of  the  battle 
to  balance  the  budget  presents  special  prob- 
lems. The  medical  community  must  be  heard 
on  this  subject  and  at  this  critical  time!  The 
quality  and  amount  of  medical  care  which  is 
available  to  our  citizens  should  be  among  the 
highest  priorities  of  our  state  and  federal 
governments. 

There  has  been  a steady  and  dramatic 
increase  in  the  costs  which  Medicare  patients 
are  required  to  assume.  The  Harvard  group 
points  out  that  older  persons  now  pay  a larger 
portion  of  their  income  for  health  care  than 
they  did  before  Medicare  was  enacted.  Hospi- 
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tal  deductibles  increased  by  23%  between  1985 
and  1986.  Patient  copayments  have  increased 
and  Medicare  monthly  premiums  have  gone 
from  $3.00  to  about  $15.00  per  month. 


The  Harvard  group  argues  persuasively  that 
hospital  and  physician  deductibles  be  cut  in 
half,  that  the  physician  copayments  for  long 
hospital  stays  no  longer  make  sense  in  view  of 
hospitals’  incentive  for  early  discharge,  that 
Medicare  should  cover  the  costs  of  extended 
nursing  care,  that  Medicare  encourage  long 
term  care  in  out-patient  settings  by  providing 
more  generous  coverage  of  long-term  care  in 
out-patient  settings,  and  that  Medicare  pay 
the  costs  of  annual  physical  examinations. 


It  is  recognized  that  improving  the  quality 
of  care  for  Medicare  patients  has  a price  tag. 
The  Harvard  group  recommends  that  costs  for 
these  services  be  recovered  by  increasing  the 


assessment  for  social  security  benefits.  This  is 
a modest  burden  which  can  and  should  be 
borne  by  the  healthy. 

To  the  suggestions  of  the  Harvard  group,  I 
would  add,  that  special  consideration  should 
be  given  to  the  fairness  of  compensation  to 
physicians  who  provide  services  for  the  elder- 
ly. Physicians  who  have  provided  care  for  this 
group  of  patients  over  many  years  should  not 
be  locked  into  rates  of  compensation  that 
existed  many  years  ago,  while  recent  practi- 
tioners are  compensated  on  a more  realistic 
basis. 


INTRODUCING 

MEDICAL  WRITERS  ASSOCIATED 


conducting  research  and  literature  searches 

ghostwriting  preclinical  and  clinical  papers  for  presentation  or  publication 
editing  and  rewriting  existing  manuscripts 

consultation  on  or  management  of  small  symposia,  from  initial  organization 
through  publication  of  proceedings 

For  More  Information  or  References,  Please  Call 

302-454-8643 

We  are  new  in  Delaware  but  known  around  the  world! 

Medical  Writers  Associated,  P.O.  Box  3674,  Greenville,  DE  19807 


458 


Del  Med  Jrl,  July  1986— Vol.  58,  No.  7 


Anne  Shane  Bader, 
Executive  Vice  President, 
Medical  Society  of  Delaware 
Insurance  Services,  Inc. , 
agent  for  Pennsylvania 
Casualty  Co. 


The  face  bdiind 
insurance  piDtectkm  for 
Ddaware  ^skians 


Anne  Bader  is  your  Delaware  connection 
to  the  full-service  insurance  programs  of 
the  Medical  Society  of  Delaware  Insurance 
Services,  Inc. , which  include  comprehen- 
sive professional  liability  protection  from 
the  PHICO  Group-famous  for  its  flexibil- 
ity in  the  development  of  risk  management 
programs  for  practicing  physicians  all 
across  the  United  States. 

Put  her  20  years  of  fast,  personal  ser- 
vice to  the  Delaware  medical  community 
to  work  with  you  in  designing  a program 
that  meets  your  needs,  with  features  like: 
• Flexibility.  You  get  a package  that 
combines  individual  physician’s  coverage 
with  several  available  options.  There  are 
no  territorial  restrictions  on  coverage, 
especially  important  to  physicians  in 


multi-state  practice.  And,  there  are  no 
surcharges  or  assessments  beyond  your 
usual  premium. 

• Dividend  Plan.  You  get  competitive 
premiums,  plus  a dividend  plan  for  Medi- 
cal Society  of  Delaware  members  whereby 
you  share  in  investment  income  generated 
by  premiums  and  financial  savings  from 
“good  loss”  experience. 

• Settlement.  You  get  peace  of  mind, 
knowing  that  an  important  part  of  the 
Phico  philosophy  includes  “the  denial 
and  defense  of  unfounded  claims.” 

For  fast,  personal  service,  call  Anne 
Bader-the  face  behind  insurance  protec- 
tion for  Delaware  physicians.  Put  her  to 
work  for  you,  today. 


Medical  Society  of  Delaware  Insurance  Services,  Inc. 

1925  Lovering  Avenue,  Wilmington,  Delaware  19806 

(302)  571-0986 

1-800-348-6800 


The  NAVY  is 
STRONG  MEDICINE 

The  United  States  Navy  Medical  Command  desires  physicians  \who  want  to  practice  medicine...  not  be  business 
managers.  The  Navy  offers  specialists  quality  clinical  experience  and  professional  growth,  a very  comfortable 
lifestyle  without  financial  and  administrative  worries,  and  the  valuable  time  to  spend  with  family  and  friends  while 
planning  the  future. 

• GENERAL  SURGERY  • PREVENTIVE  MEDICINE 

• OB-GYN  • CRITICAL  CARE 

• OTOLARYNGOLOGY  • DIAGNOSTIC  RADIOLOGY 

• PSYCHIATRY  • PEDIATRICS 

LOCATIONS 

23  modern  medical  facilities  nationwide  located  along  the  east  and  west  coast  as  well  as  nine  hospitals  overseas 
including  those  in  Japan,  Spain,  Italy  and  the  Phillippines. 

BENEFITS 

• Varied  clinical  experience 

• 30  days  annual  vacation 

• Full  malpractice,  medical/dental  coverage 

• Net  starting  salaries  from  $45,000  to  $55,000 

• Non-contributive  retirement  package  which  yields  approximately  $20,000  a year  after  20  years  of  service  or 
$30,000  after  30  years. 

MINIMUM  QUALIFICATIONS 

• State  license  • U.S.  Citizen 
• Graduate  of  AMA/AOA  medical  school 
• Excellent  professional  references 

For  complete  details  call:  Jim  Loncoske  at  (215)  568*2042  collect, 

or  send  curriculum  vitae  to:  Medical  Officer  Programs 
128  N.  Broad  St.  Philadelphia,  PA  19102 


Wilmington  Physical  Therapy 

“For  a healthier  outlook” 

We  wish  to  take  this  opportunity  to 

share  our  positive  management 

approach  to  orthopaedic  injury.  We 

stress: 

• a sincere  interest 

• focus  on  causes 

• prevention  through 

• patient  responsibility 

education 

• productivity  enhancement  vs. 

• active  treatment  vs.  passive 

symptom  reduction 

modalities 

• work-related  rehabilitation 

• individualized  treatment 

• cost-containment  via  caps  on  treatment  duration 

Suite  21-B 

Phone  (302)  652-6464 

Trolley  Square 

Daily  Hours:  Call  for  Appointment 

Wilmington,  DE  19806 

Physician  Referral  Required 

DELAWARE 
MEDICAL  JOURNAL 


VOLUME  58 
NUMBER/ 
JULY  1986 


MEDICAL  MALPRACTICE: 

ARBITRATION  AND  OTHER  POTENTIAL  SOLUTIONS 


When  arguments  are  raised  in  an  attempt  to 
change  the  present  legal  system  of  recovery 
for  losses  due  to  medical  malpractice  claims, 
the  issue  is  often  discussed  in  terms  of  a 
“medical  malpractice  crisis.”  This  expression 
is  used  to  depict  the  dramatic  increases  in  the 
cost  of  malpractice  insurance  for  health  care 
providers  and  the  increased  difficulty  in  find- 
ing companies  which  are  willing  to  underwrite 
medical  malpractice  insurance.  This  increase 
in  cost  and  decrease  in  availability  have 
arisen  because  of  a dramatic  increase  in  the 
number  of  medical  malpractice  claims  which 
have  been  instituted  over  the  past  two 
decades.  1'* 

When  viewed  in  this  light,  however,  it  is 
difficult  to  generate  public  support  to  change 
the  legal  system.  The  public  has  little  sym- 
pathy for  health  care  providers,  physicians 
and  hospitals,  when  it  is  presented  with  a cri- 
sis which  in  the  public’s  eyes  amounts  to 
nothing  more  than  a somewhat  higher  cost  of 
doing  business.  As  most  providers  are  viewed 
as  being  able  to  afford  the  additional  expense, 
it  is  difficult  to  demonstrate  the  need  to  create 
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a unique  system  of  recovery  for  patients  injured 
through  the  alleged  professional  negligence  of 
physicians  or  hospitals.  The  real  problem, 
however,  is  the  escalating  cost  of  health  care 
which  affects  all  segments  of  the  population 
and  which  seem  to  defy  solution.  The  cost  of 
health  care  has  risen  out  of  proportion  to  every 
economic  indicator  and  even  the  recent 
improvements  in  the  national  economy  have 
not  been  totally  successful  in  stemming  the 
increases  in  health  care  costs.  If  viewed  in  the 
context  of  national  health  care  costs  it  can  be 
more  easily  appreciated  that  the  crisis  is  much 
more  serious  than  just  the  rising  cost  and  de- 
clining availability  of  liability  insurance. 

The  effect  of  expensive  and  difficult  to  obtain 
medical  malpractice  insurance  does  not  end 
once  the  premiums  for  that  insurance  have 
been  paid.  Instead,  the  threat  of  malpractice 
suits  infiltrates  the  practice  of  medicine,  ulti- 
mately causing  a substantial  escalation  of  the 
cost  of  health  care.  Physicians  practicing  in 
this  climate  tend  to  view  their  patients  as 
potential  litigants.  In  response  to  these  fears 
many  physicians  tend  to  practice  what  has 
become  known  as  “defensive  medicine.”  De- 
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fensive  medicine  results  in  the  ordering  of 
tests,  x-rays,  and  consultations  which  in  the 
physician’s  clinical  judgment  might  not  have 
otherwise  been  indicated,  but  for  the  fear  of 
litigation.  ^ 

Hospitals  similarly  may  scrutinize  the  activ- 
ities of  their  physicians  and  require  as  routine, 
tests  and  consultations  which  might  not  have 
otherwise  been  indicated.  To  carry  out  these 
and  other  defensive  measures  the  hospitals 
may  need  to  increase  their  staff,  which  again 
results  in  an  increase  in  their  fees.  It  is  esti- 
mated that  from  3-5  billion  dollars  each  year  is 
being  spent  on  health  care  services  recom- 
mended solely  for  “defensive”  purposes.^ 

Proponents  of  the  existing  legal  system  for 
medical  malpractice  contend  that  the  above 
scenario  results  in  an  improved  quality  of 
health  care.  However,  as  many  of  the  exami- 
nations and  consultations  are,  in  fact,  unnec- 
essary, they  may  result  in  a poorer  level  of  care 
since  not  all  tests  are  harmless  and  are  respon- 
sible for  increased  exposure  to  x-rays  with  an 
attendant  increased  rates  of  malignant  dis- 
eases or  unnecessary  surgeries  in  the  context 
of  “being  absolutely  sure  that  everything  pos- 
sible has  been  done.”  Furthermore,  the  break- 
down in  the  doctor/patient  relationship  can 
also  produce  an  adverse  affect  on  the  quality 
of  care  since  the  most  useful  information  in 
medical  encounter  can  be  gathered  through  a 
doctor/patient  relationship  based  on  trust 
rather  than  doubt. 

The  crisis  of  health  care  costs  is  creating  an 
alphabet  soup  of  organizations  which  are 
attempting  to  control  health  care  costs.  These 
include  HMOs,  PPOs,  PSROs  and  IP  As.®  The 
primary  goal  of  all  of  these  organizations  is  to 
control  the  cost  of  health  care.  As  these  organ- 
izations proliferate,  the  question  arises  as  to 
the  effect  they  will  have  on  medical  malprac- 
tice litigation. 

The  advocates  of  the  existing  legal  system 
contend  that  the  system  provides  an  appro- 
priate mechanism  of  recovery  for  persons 
injured  through  the  delivery  of  negligent 
health  care.  However,  the  proponents  fail  to 
realize  that  even  health  care  professionals 
have  difficulty  determining  which  patients 
having  a less  than  complete  or  delayed  recov- 
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ery  after  an  encounter  with  a health  care  pro- 
vider truly  represent  persons  suffering  from 
professional  negligence.  Most  medical  prob- 
lems do  not  have  100  percent  rates  of  cure  after 
even  the  most  appropriate  treatment.  Further- 
more, almost  every  method  of  treatment  has  a 
predictable  percentage  of  failures.  Clearly,  pa- 
tients suffering  from  such  predictable  treat- 
ment failures  do  not  represent  persons  who  are 
due  recovery  under  our  current  legal  system. 
Differentiating  these  situations  from  those 
representing  true  professional  negligence  is 
extremely  difficult  and  cumbersome. 

Not  only  is  it  difficult  to  determine  the 
appropriate  standard  of  care  in  a particular 
situation,  but  once  having  decided  that  the 
provider  has  fallen  below  that  standard 'it  is 
often  even  more  difficult  to  demonstrate  that 
his  failure  to  meet  that  standard  was  the 
actual  cause  of  the  patient’s  disability.  The 
difficulty  in  establishing  the  legal  proof  re- 
quired is  so  great  that  of  the  costs  spent  on 
medical  malpractice  insurance  premiums  only 
about  $0.16  per  dollar  is  actually  paid  to 
patients,  with  the  remainder  being  spent  on 
legal  and  administrative  cost.®  An  efficiency 
rate  of  less  than  20  percent  is  unacceptable  for 
a problem  which  has  such  profound  effects 
upon  an  industry  as  vital  as  the  health  care 
industry. 

With  health  care  costs  creating  a national 
crisis,  the  existing  legal  system  which  is  pur- 
portedly designed  to  compensate  patients  for 
injuries  sustained  at  the  hands  of  health  care 
providers  must  be  improved  to  accomplish  its 
purpose  more  efficiently.  If  the  existing  legal 
system  for  medical  malpractice  cannot  be 
improved  or  changed  to  allow  patients  legiti- 
mately suffering  from  professional  negligence 
to  be  more  efficiently  compensated  for  their 
injuries,  then  a major  cause  of  escalating 
health  care  costs  will  remain  unchecked.  A 
frequent  argument  in  support  of  the  existing 
system  is  “How  else  will  patients  injured  at 
the  hands  of  health  care  providers  be  ‘made 
whole’?”  It  is  important  to  remember  that  all 
patients  who  suffer  substantial  disability, 
whether  caused  by  medical  malpractice  or  not, 
have  available  to  them  a recovery  system  in 
the  form  of  Social  Security  and  Social  Security 
Disability.  It  is  true  that  these  systems  provide 
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relatively  low  levels  of  compensation  for  the 
patients  who  receive  their  benefits  and  that  it 
is  extremely  difficult  to  meet  the  federal  stand- 
ards of  disability  for  recovery.  However,  those 
caveats  represent  deficiencies  in  quantity  of 
benefits  available  and  not  a true  lack  of  a 
recovery  system  appropriate  to  those  patients’ 
needs. 

It  is  often  argued  that  despite  its  cost  and 
inefficiency,  through  litigation,  each  injured 
party  has  an  avenue  through  which  to  seek  a 
remedy.  Such  a contention  is  misleading.  The 
present  system  is  so  cumbersome  and  so  costly 
that,  in  fact,  it  does  not  provide  any  recovery 
for  many  potential  plaintiffs.  Patients  with 
small  claims  are  often  foreclosed  from  recov- 
ery under  the  present  system  as  the  costs  of 
litigation  are  so  high  that  attorneys  under  a 
contingency  agreement  will  often  not  accept 
small  claims,  and  under  an  hourly  fee  arrange- 
ment the  patient’s  recovery  would  be 
inconsequential. 

Given  the  above  dilemma  in  medical  mal- 
practice, i.e.,  a crisis  in  health  care  costs 
heightened  by  the  inefficiencies  and  inequities 
of  the  existing  recovery  system  and  an  inade- 
quate federal  disability  recovery  system  which 
would  remain  if  the  present  legal  system  were 
abolished  or  severely  restricted  for  medical 
malpractice  claims,  systems  of  alternative  dis- 
pute resolution  are  being  tested  in  an  attempt 
to  provide  recovery  in  a more  efficient  fashion 
to  patients  who  are  truly  injured  through  pro- 
fessional negligence. 

Among  the  various  forms  of  alternative  dis- 
pute resolution  that  are  in  use  for  other  types 
of  legal  disputes,  those  that  have  been  pro- 
posed for  resolution  of  medical  malpractice 
disputes  are:  arbitration,  pre  and  post  claim, 
binding  and  non  binding,  voluntary  and  stat- 
utory; channeling;  no  fault;  medical  bar  asso- 
ciation review  panels;  mediation;  and  legisla- 
tive/constitutional reforms.  This  paper  will 
examine  some  of  these  systems  as  they  might 
be  applied  to  medical  malpractice  dispute  reso- 
lution in  the  changing  atmosphere  of  Ameri- 
can medicine. 

Arbitration 

Since  arbitration  has  been  used  successfully 
in  the  area  of  solving  employment  disputes,  it 


has  been  proposed  and  implemented  in  some 
states  to  resolve  disputes  involving  medical 
malpractice.  Arbitration  is  not  a new  method 
of  resolution  of  disputes  involving  medical 
malpractice.  In  fact,  it  was  first  used  over  40 
years  ago  in  Los  Angeles  by  the  Ross-Loos 
Medical  Group, a prepaid  group  practice  sim- 
ilar to  present-day  HMDs. 

Arbitration  is  an  attractive  alternative  since 
it  reduces  time  by  eliminating  many  proced- 
ural delays  prior  to  arriving  at  a hearing  of  a 
case  on  its  merits.  Also,  by  providing  a prompt 
decision  by  an  impartial  panel  of  experts  arbi- 
tration either  mandates  a resolution  (binding) 
or  strongly  influences  the  party  against  whom 
the  panel  has  decided  to  arrive  at  a settlement. 

Arbitration  by  definition  is  “the  referral  of  a 
dispute  by  the  voluntary  agreement  of  the  par- 
ties to  one  or  more  impartial  arbitrators  for  a 
final  and  binding  decision.”  An  award  in  arbi- 
tration is  made  on  the  basis  of  evidence  and 
argument  presented  by  such  parties  who  agree 
in  advance  to  accept  the  decision  of  the  arbi- 
trator(s)  as  final  and  binding. 

Although  by  definition  arbitration  is  volun- 
tary, there  are  several  situations  under  which 
the  agreement  to  arbitration  is  reached.  These 
include  pre  claim  arbitration  in  which  either 
prior  to  receiving  health  care  or  prior  to  arrang- 
ing for  health  care  insurance  coverage  an 
agreement  to  settle  any  malpractice  disputes 
by  arbitration  is  signed.  There  is  also  post 
claim  arbitration  in  which  case  the  arbitration 
agreement  is  not  signed  until  a claim  has 
already  been  filed  and  upon  which  parties 
agree  to  settle  the  dispute  by  arbitration. 

Either  of  the  above  types  of  arbitration  can 
be  binding  or  non  binding.  In  these  types  of 
arbitration  the  decision  will  be  to  either  termi- 
nate the  claim  (binding)  or  to  allow  a dissatis- 
fied party  the  option  of  pursuing  the  claim 
through  litigation  (non  binding).  Also,  arbi- 
tration can  be  voluntary  in  the  case  of  arbitra- 
tion agreements  arrived  at  by  contract,  or 
statutory  if  mandated  by  law.  With  regard  to 
the  latter  there  are  several  states  which  have 
by  statute  mandated  that  medical  malpractice 
claims  below  a certain  dollar  amount  shall  be 
settled  by  binding  arbitration. 
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Each  of  these  distinct  types  of  arbitration 
has  positive  and  negative  features,  and  each 
raises  separate  legal  questions.  Pre  claim  arbi- 
tration, if  agreed  to  just  prior  to  the  delivery  of 
health  care  service,  may  constitute  a contract 
agreed  to  under  duress  and,  therefore,  be 
deemed  to  be  a voidable  adhesion  contract. 
This  theory  might  well  apply  since  at  the  time 
health  care  service  is  rendered  the  patient  or 
the  patient’s  family  is  usually  in  an  unequal 
bargaining  position  with  regard  to  the  pro- 
vider who  is  requesting  the  pre  claim  arbitra- 
tion. Furthermore,  even  if  the  employee  advis- 
ing the  patient  or  the  patient’s  family  of  their 
voluntary  choice  of  pre  claim  arbitration  care- 
fully explains  the  options,  the  party(ies)  being 
advised  may  be  so  concerned  about  the  medi- 
cal problem  at  hand  that  they  cannot  concen- 
trate on  the  information  being  presented.  Pre 
claim  arbitration  which  is  offered  prior  to  con- 
tracting for  health  care  insurance  is  much  less 
likely  to  present  the  risk  of  creating  an  adhe- 
sion contract  particularly  if  the  person  choos- 
ing health  insurance  has  other  options  from 
which  to  choose,  and  which  do  not  require 
arbitration  as  the  method  of  resolving  mal- 
practice disputes. 

While  non  binding  arbitration  is  an  avail- 
able alternative  method  of  dispute  resolution, 
unless  the  recourse  to  litigation  in  the  event  of 
a party  being  dissatisfied  with  the  arbitration 
decision  is  severely  limited,  this  method  may 
actually  result  in  a legal  procedure  which  is 
even  more  costly  than  the  existing  system. 

As  mentioned  above,  the  major  concern 
with  voluntary  arbitration  is  that  it  must  truly 
be  voluntary  and  not  be  based  upon  an  agree- 
ment which  constitutes  a contract  arrived  at 
under  duress.  Binding  arbitration  which  is 
provided  for  by  statute  has  raised  constitu- 
tional issues,  and  some  in  some  states  have 
been  found  to  be  unconstitutional. 

Due  to  a rising  number  of  medical  malprac- 
tice claims  in  the  late  1960s  the  California 
Hospital  Association  and  the  California  Med- 
ical Association  developed  a project  of  dispute 
resolution  through  arbitration.  “Their  basic 
goals  . . . were:  1)  To  speed  the  handling  of 
claims  so  that  they  can  be  disposed  of  in 
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months  rather  than  years;  2)  to  reduce  sub- 
stantially the  time  a physician  might  spend  in 
litigation;  3)  to  ensure  a degree  of  sophistica- 
tion in  the  decision  making  process;  4)  to  min- 
imize unnecessary  appeals  because  of  the  rec- 
ognized finality  of  an  arbitration  award;  5)  to 
limit  publicity  because  of  the  confidential 
nature  of  the  arbitration  process;  6)  to  limit  the 
amount  of  judgments  which  might  be  larger 
because  of  emotional  and  theatrical  appeals  to 
a jury. 

The  project  created  a study  group  which  was 
comprised  of  a group  of  hospitals  which  agreed 
to  settle  any  malpractice  claims  through  volvm- 
tary,  binding  arbitration.  Within  those  hospi- 
tals 90  percent  of  the  physicians  agreed  to  par- 
ticipate in  the  project.  The  control  group  was 
comprised  of  hospitals  which  were  closely 
matched  with  the  study  group  in  terms  of 
admissions  as  well  as  prior  malpractice  claims. 
Patients  or  family  members  were  asked  to 
voluntarily  sign  an  arbitration  agreement  at 
the  time  of  admission  and  were  allowed  to 
revoke  the  agreement  any  time  prior  to  30  days 
after  discharge  from  the  hospital.  Of  the  more 
than  500,000  patients  admitted  to  the  study 
hospitals  less  than  one  percent  of  the  patients 
either  refused  or  revoked  the  arbitration  agree- 
ment. Two  study  periods  were  evaluated,  one 
from  1966-1969  and  the  other  from  1970-1975. 
During  the  two  periods  both  groups  demon- 
strated a marked  increase  in  the  number  of 
claims  from  the  late  1960s  to  the  early  1970s. 
However,  the  arbitration  group  in  comparison 
with  the  control  group  had  63  percent  fewer 
claims.  This  result  answered  a serious  reser- 
vation which  many  health  care  providers  had 
at  the  outset  of  the  study  — that  with  arbitra- 
tion in  place,  the  arbitration  group  might 
experience  an  increase  in  claims  due  to  the 
procedural  ease  in  resolving  a claim. 

The  reasoning  behind  the  unexpectedly 
lower  number  of  claims  is  that  since  arbitra- 
tion is  less  complex,  more  informal,  and  expe- 
ditious, there  is  less  of  a chance  of  a plaintiff 
attempting  to  gain  a recovery  for  a nonmeri- 
torious  claim  by  employing  emotionalism  and 
other  court  room  techniques  of  influencing  the 
jury  Ouryatrics).  Another  surprising  result 
was  that  only  11.2  percent  of  all  claims  in  the 
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arbitration  group  actually  entered  the  formal 
phase  of  arbitration.  Most  of  the  claims  were 
settled  prior  to  the  formal  phase.  Many  had 
suggested  that  because  of  the  ease  of  the  proc- 
ess of  arbitration  many  more  cases  would  go  to 
arbitration  than  to  formal  litigation.  How- 
ever, even  in  the  arbitration  group  the  process 
of  informal  settlement  continues  to  be  a viable 
method  of  dispute  resolution.  Among  the  re- 
sults which  were  expected,  the  arbitration 
group  did  achieve  settlement  in  a shorter 
period  of  time,  settling  claims  during  the  1970- 
1975  period  in  an  average  of  23.59  months 
compared  to  33.5  months  for  the  control  group. 
Again  as  expected,  the  cost  of  settlement  of 
claims  was  lower  with  the  arbitration  group 
requiring  $3,848  compared  to  $5,171  for  the 
control  group.  Finally,  the  defense  costs  also 
were  lower  for  the  arbitration  group,  $1,310 
compared  to  $l,572.i3 

Although  the  results  of  the  California  study 
appear  to  depict  arbitration  as  a “magic  bullet” 
for  the  “medical  malpractice  crisis,”  it  is  not. 
Arbitration  in  the  arena  of  medical  malprac- 
tice does  present  some  problems.  As  discussed 
above,  unless  the  arbitration  agreement  for 
patients  or  their  families  is  truly  voluntary,  it 
may  well  be  challenged  as  a contract  of  adhe- 
sion i.e.,  achieved  under  duress.  In  order  to 
avoid  this  the  person  signing  the  agreement 
must  be  thoroughly  aware  of  the  implications 
of  the  agreement  and  there  must  be  an  oppor- 
tunity for  the  patient  or  his  representative  to 
decline.  Since  many  patients  are  emotionally 
upset  at  the  time  they  are  asked  to  sign  the 
agreement  this  is  a condition  which  is  particu- 
larly difficult  to  ensure. 

Another  problem  with  arbitration  is  that  the 
patient  is  able  to  relinquish  only  his  own 
rights  to  settlement  by  arbitration.  Thus,  if  the 
patient  dies  as  a result  of  the  alleged  malprac- 
tice, the  wrongful  death  action  may  be  brought 
by  a third  party  and  the  court  may  not  enforce 
an  arbitration  agreement  signed  by  the 
deceased.  The  question  of  punitive  damages 
also  creates  difficulty,  since  it  is  generally  not 
within  the  purview  of  an  arbitrator  to  award 
punitive  damages.  Hence,  a plaintiff  who 
claims  such  damages  will  be  foreclosed  from 
bringing  them  before  an  arbitrator.  An  addi- 
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tional  problem  arising  from  the  arbitration 
process  is  when  there  are  multiple  defendants 
and  the  plaintiff  has  not  signed  arbitration 
agreements  with  all  the  defendants.  In  such  a 
situation  the  question  arises  as  to  what  the 
arbitration  award  will  really  represent.  Will  it 
represent  the  plaintiff  s total  claim  against  all 
defendants,  or  will  it  be  just  the  award  against 
the  defendant(s)  with  whom  the  plaintiff  has 
signed  an  arbitration  agreement(s)?  An  affirm- 
ative answer  to  the  latter  question  is  unlikely 
since  the  arbitrator  may  have  difficulty  sepa- 
rating the  negligence  among  the  various  de- 
fendants or  may  be  uncertain  as  to  whether  or 
not  the  other  defendant(s)  have  financial 
resources  necessary  to  pay  the  damages  the 
patient  has  sustained. 

Other  Plans 

In  addition  to  arbitration  a number  of  other 
plans,  both  voluntary  and  statutory,  have 
been  proposed  and  in  some  cases  implemented. 

One  such  plan  has  been  referred  to  as 
“channeling.”  The  purpose  of  channeling  is  to 
relieve  the  burden  of  the  malpractice  crisis 
from  a relatively  small  number  of  persons 
(physicians)  and  channel  it  to  either  a larger 
number  of  persons  (patients)  who  could  share 
the  burden  more  easily,  or  to  a group  of  institu- 
tions (hospitals)  which  could  more  efficiently 
assess  the  costs. 

Channeling  the  costs  to  patients  could  be 
accomplished  by  relieving  physicians  com- 
pletely of  malpractice  liability  and  allowing 
patients  to  provide  their  own  insurance  against 
medical  malpractice.  This  plan  has  several 
disadvantages.  First  of  all,  as  is  often  the  case, 
the  poor  would  be  the  first  to  suffer.  Since  it 
would  require  that  each  patient  (or  family) 
provide  his  own  insurance  or  have  it  provided 
as  a fringe  benefit  by  his  employer,  the  poor,  as 
they  would  either  lack  the  money  to  purchase 
their  own  insurance  or  be  without  jobs,  or  be 
without  jobs  providing  such  coverage  as  a 
fringe  benefit,  would  be  without  protection. 
Secondly,  this  plan  could  create  a degree  of 
mistrust  between  physicians  and  patients; 
since  physicians  in  addition  to  inquiring  as  to 
whether  or  not  patients  are  protected  by  health 
insurance  would  £ilso  need  to  inquire  as  to 
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whether  their  patients  are  covered  by  mal- 
practice insurance.  Once  having  inquired,  the 
implication  might  be  that  if  the  patient  does 
not  have  insurance,  he  might  need  it.  Also,  the 
implication  might  be  that  if  the  patient  does 
not  have  insurance,  he  ought  to  obtain  it  prior 
to  treatment.  This  would  create  an  unprofes- 
sional atmosphere  for  treatment  and  might 
even  necessitate  having  insurance  machines 
in  doctor’s  offices  and  hospital  admitting  areas 
much  the  same  way  flight  insurance  is  sold  in 
airports. 

Another  method  of  channeling  would  be  to 
have  malpractice  insurance  provided  by  hos- 
pitals for  both  hospitals  and  physicians  to 
cover  professional  malpractice  arising  out  of 
the  care  delivered  in  the  hospital  setting.  This 
plan  would  not  relieve  physicians  of  their  need 
to  provide  malpractice  coverage  for  their  care 
delivered  in  the  office  setting,  but  since  75  per- 
cent of  the  malpractice  claims  arise  in  the  hos- 
pital setting,  the  physician’s  burden  would  be 
substantially  reduced.  Hospitals,  on  the  other 
hand,  could  provide  coverage  for  any  mal- 
practice, physician  or  hospital,  arising  out  of 
the  hospitalization.  The  cost  of  such  insurance 
could  then  be  added  to  the  cost  of  hospitaliza- 
tion on  a per  diem  basis.  An  additional  advan- 
tage to  this  system  is  that  the  costs  would  be 
more  appropriately  distributed  among  the  dif- 
ferent groups  of  patients.  That  is,  office 
patients  would  be  pa3dng  through  the  office 
fees  the  relatively  lower  costs  of  malpractice 
arising  through  the  delivery  of  office  based 
care,  and  hospitalized  patients  would  be  pay- 
ing the  costs  of  the  relatively  more  expensive 
costs  of  malpractice  arising  in  hospital  setting. 

Among  the  disadvantages  that  have  been 
suggested  by  major  hospital  limited  physician 
based  channeling  is  that  it  would  either  dras- 
tically reduce  or  totally  eliminate  physician 
incentive  toward  reducing  malpractice  through 
the  threat  of  liability.  That  theoretical  dis- 
advantage, however,  is  not  valid.  The  physi- 
cian would  still  be  concerned  about  the  cost  of 
malpractice  insurance  that  he  would  need  to 
provide  for  his  office  practice.  Furthermore, 
hospitals,  through  an  intensification  of  their 
existing  quality  assurance  programs,  could 
guarantee,  through  the  threat  of  loss  of  hospi- 
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tal  privileges,  that  physicians’  practice  pat- 
terns in  the  hospital  achieve  an  appropriate 
standard  of  care.^^ 

Another  proposal  which  was  discussed  in 
the  mid-1970s  was  a no-fault  system  of  com- 
pensation for  medical  malpractice.  At  the  time 
no-fault  seemed  to  be  the  panacea  to  many 
civil  disputes  such  as  workers’  compensation, 
automobile  insurance,  and  divorce.  With  the 
exception  of  the  settlement  of  divorce,  how- 
ever, the  limitations  of  the  no-fault  concept 
have  become  obvious.  Even  in  its  proposal 
stages,  the  limitations  of  a no-fault  system  of 
medical  malpractice  compensation  were  clear. 
The  primary  advantage  seen  in  a no-fault  sys- 
tem was  that  the  difficult  issue  of  causation 
would  be  eliminated.  The  difficulty  in  defining 
causation,  however,  would  be  replaced  by  the 
need  to  define  what  events  would  be  compen- 
sable. Patients  who  felt  that  they  had  been 
injured  as  a result  of  the  care  they  received 
from  their  providers  would/ could  still  be  faced 
with  the  need  to  resort  to  litigation.  Another 
disadvantage  would  be  that  without  the  neces- 
sity of  proof  of  causation  the  number  of  claims 
could  be  expected  to  rise  dramatically,  thus, 
absorbing  and  probably  exceeding  any  sav- 
ings the  system  might  have  provided.  Further- 
more, compensable  events  would  need  to  be 
clearly  related  in  specific  diseases.  Such  a 
situation  might  create  an  incentive  for  physi- 
cians to  employ  less  preferable  treatments  for 
a particular  illness  merely  because  that  treat- 
ment was  not  associated  with  a compensable 
event. 

Another  set  of  plans  which  have  been  tried 
but  which  in  large  part  have  been  unsuccess- 
ful has  been  voluntary  arrangements  between 
medical  societies  and  bar  associations.  These 
plans  have  established  review  panels  com- 
prised of  physicians  and  attorneys  to  which 
plaintiffs  or  physicians  could  submit  claims 
for  review.  The  most  successful  such  plan  to 
date  is  in  Pima  County,  Tucson,  .^rizona. 
There,  a panel  of  nine  physicians  and  nine 
lawyers  reviews  medical  records  and  any  other 
evidence,  consults  with  any  medical  experts 
deemed  necessary,  and  determines  whether 
or  not  there  was  medical  malpractice  and 
whether  that  malpractice  was  the  proximate 
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cause  of  the  patient’s  injury.  If  the  panel  so 
determines,  and  if  the  parties  do  not  arrive  at 
amount  of  court  settlement,  then  the  medical 
society  agrees  to  provide  the  appropriate 
experts  at  trial  to  substantiate  the  panel’s 
findings  and  the  patient’s  claim.  If  the  panel’s 
decision  is  that  the  patient’s  injury  was  not 
proximately  caused  by  medical  malpractice, 
then  the  plaintiffs  attorney,  absent  “strong 
and  overriding  reasons”  agrees  not  to  bring 
the  claim.  Similarly,  by  bar  association  agree- 
ment no  other  attorney  in  the  county  will  agree 
to  accept  the  case.  The  Pima  County  Plan  pro- 
vides an  extremely  efficient  system  by  which 
causation  of  injury  can  be  determined  and 
upon  such  findings  out  of  court  settlements  or 
resolution  at  trial  are  greatly  facilitated.  The 
major  reason  the  Pima  County  Plan  has  not 
been  successful  on  a wide  scale  basis  even 
though  it  has  been  tried  in  several  other  loca- 
tions is  that  it  requires  a great  deal  of  coopera- 
tion between  physicians  and  attorneys.  Such 
cooperation  is  apparently  difficult  to  achieve 
in  larger  communities  in  particular,  but  also  in 
many  smaller  communities. 

Discussion 

It  is  clear  from  the  above  review  that  the 
effect  of  the  malpractice  crisis  on  the  crisis  of 
health  care  costs  has  led  to  a variety  of 
attempts  to  find  solutions  to  the  problem. 

Of  the  attempted  solutions,  arbitration 
appears  to  offer  promise  as  a possible  solution 
of  the  malpractice  crisis.  Voluntary,  pre  claim, 
binding  arbitration  was  clearly  a success  in 
the  California  study.  Channeling  appears  to 
be  a viable  plan  to  both  divert  a substantial 
amount  of  the  risk  of  malpractice  away  from 
physicians  while  maintaining  a level  of  incen- 
tive for  physicians  to  practice  at  an  appro- 
priate standard  of  care.  Perhaps  by  combining 
both  plans  a highly  workable  solution  to  the 
malpractice  crisis  can  be  achieved,  and  if  such 
a plan  provides  for  sufficient  choice  and  infor- 
mation concerning  the  options,  it  can  be 
achieved  without  the  contracts  that  permit 
them  being  found  voidable  by  virtue  of  being 
signed  under  duress. 
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The  delivery  of  health  care  is  becoming  a 
multi-option  situation  as  alternative  delivery 
systems  are  being  developed  and  offered  in  an 
attempt  to  manage  health  care  options  when 
they  select  a health  care  provider  or  health 
insurance.  These  options  often  have  signifi- 
cant cost  differentials  to  the  patient  or  his 
employer.  Some  provide  first  dollar  coverage 
while  others  have  substantial  deductibles  and 
coinsurances  which  the  patient  must  pay. 
Some  of  the  choices  allow  an  unlimited  choice 
of  coininsurances  which  the  patient  must  pay. 
Some  of  the  choices  allow  an  unlimited  choice 
of  physicians,  the  typical  private  practice 
option;  others  provide  a more  limited  choice  of 
physicians  among  those  participating  in  a 
particular  plan,  the  HMO-IPA  option;  and  still 
others  allow  choice  only  among  a very  limited 
number  of  staff  physicians,  the  HMO  closed 
panel  option.  In  order  for  consumers  to  select 
intelligently  they  are  finding  it  necessary  to 
become  knowledgeable  about  their  options. 
With  such  heightened  sophistication  on  the 
part  of  patients  the  possibility  of  including 
options  and  costs  which  relate  to  the  settle- 
ment of  disputes  arising  out  of  medical  mal- 
practice would  appear  to  be  feasible.  Thus,  the 
lower  cost  options  of  health  care  delivery  could 
contain  in  their  contracts  a provision  for  bind- 
ing arbitration. 

Furthermore,  since  many  such  programs 
emphasize  preventative  medicine  (health 
maintenance),  channeling  just  liability  for 
outpatient  malpractice  would  also  appear  to 
be  a logical  extension  of  those  options,  and 
then  the  liability  for  inpatient  malpractice 
could  be  channeled  to  hospitals.  The  hospitals 
in  turn  could  provide  for  coverage  of  all  causes 
of  malpractice  which  occur  in  the  hospital  set- 
ting so  that  the  costs  for  such  liabilities  would 
be  shared  only  by  those  patients  requiring 
hospital  services.  The  hospitals,  particularly 
for  patients  admitted  on  an  elective  basis, 
could  offer  patients  in  advance  of  their  admis- 
sion information  concerning  a number  of 
options  which  they  could  choose  at  the  time  of 
admission.  Since  the  costs  of  settling  malprac- 
tice disputes  through  arbitration  are  lower, 
one  option  might  include  lower  premiums 
and/or  fees  for  patients  agreeing  to  binding 
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arbitration  of  malpractice  disputes  and  higher 
premiums  and/or  fees  for  those  patients  pre- 
serving their  usual  legal  remedies  in  the  event 
of  a claim  of  medical  malpractice.  Based  upon 
the  proposals  and  experiences  of  the  1970s  and 
early  1980s,  arbitration  in  combination  with 
channeling  may  provide  a possible  solution  to 
the  “malpractice  crisis”  of  the  1980s  and 
beyond. 

Conclusion 

By  examining  the  nature  of  the  medical 
malpractice  crisis  in  its  proper  context,  i.e.,  as 
part  of  the  much  more  important  problem  of 
rising  health  care  cost,  it  is  clear  that  new 
solutions  must  be  found  to  replace  the  cumber- 
some and  expensive  legal  system  of  recovery 
for  professional  negligence  in  the  health  care 
industry.  During  the  past  decade  several  solu- 
tions have  been  attempted,  some  have  been 
total  failures,  some  have  been  partial  suc- 
cesses, and  others  have  been  substantial  suc- 
cesses. Capitalizing  upon  the  success  of  the 
past,  it  should  be  possible  in  the  context  of  the 
multi-option  health  care  delivery  systems  of 
the  present  and  future  to  incorporate  into 
those  options  alternative  dispute  resolution 
clauses  through  which  the  medical  malprac- 
tice crisis  can  be  resolved  or  at  least  its  costs 
shifted  (channeled)  to  those  who  are  better 
able  to  or  are  more  willing  to  sustain  them. 
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TORT  LAW  REFORM 


Martin  Gibbs,  M.D. 


Our  tort  law  system  does  not  reflect  the 
basic  Anglo-Saxon  sense  of  fair  play  that  is 
supposed  to  characterize  American  justice. 
The  plaintiff  really  has  nothing  at  stake  and  is 
in  a “can-win,  can’t  lose”  position.  The  defend- 
ant, on  the  other  hand,  is  in  a “must-lose,  can’t 
win”  position.  The  basic  unfairness  of  this 
must  be  corrected,  and  in  correcting  it  a major 
step  in  unclogging  our  courts  and  in  adminis- 
tering justice  will  be  achieved. 

A way  to  do  this,  and  still  to  protect  access  to 
the  legal  system  for  the  indigent  as  well  as  for 
the  affluent,  is  to  require  a financial  commit- 
ment by  the  plaintiffs  attorney.  The  proceeds 
of  this  commitment  would  indemnify  a suc- 
cessful defendant  for  costs  of  defense,  lost 
income,  projected  losses,  legal  costs,  and  for 
whatever  other  injury  he  could  demonstrate. 
The  plaintiffs  attorney  could  look  to  his  client 
for  reimbursement. 

The  amount  of  any  judgments  would  be  in 
proportion  to  the  plaintiffs  attorney’s  com- 
mitment. The  plaintiff  s attorney  would  there- 
fore have  to  decide  the  amount  of  the  damages 
he  is  seeking,  and  also,  how  much  he  is  willing 
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to  risk.  The  amount  he  is  willing  to  risk  would 
be  a measure  of  his  perception  of  the  defend- 
ant’s liability.  Frivolous  cases  and  cases  of 
doubtful  liability  would  thereby  be  discour- 
aged. Meritorious  cases  would  be  pursued  with 
vigor. 

In  a sense,  this  is  an  elaboration  upon  the 
present  contingent  fee  arrangement  between 
the  attorney  and  his  clients,  with  the  attorney 
now  sharing  not  only  in  the  winnings,  but 
possibly  also  in  the  losses. 

The  successful  defendant  would  no  longer 
have  to  bear  the  expense,  humiliation,  and 
anguish  uncompensated.  A fairness,  distress- 
ingly absent  from  the  system  at  present,  would 
be  achieved.  The  ability  to  sue  would  remain 
unimpaired  for  the  poor  as  well  as  for  the 
wealthy.  Those  who  are  privileged  to  use  the 
legal  system  for  profit,  i.e.,  attorneys,  would 
have  to  sharpen  their  sense  of  responsibility 
towards  it,  avoiding  abuses  while  pursuing 
the  interests  of  their  clients. 

This  proposal  would  not  conflict  with  any  of 
the  other  tort  law  reforms  which  are  also 
necessary  to  tame  the  out-of-control  legal 
engine  that  is  threatening  the  country. 
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“Few  issues  in  medicine  have  generated  as 
much  concern  among  physicians,  exacted  such 
high  personal  and  financial  tolls  from  them, 
or  threatened  to  undermine  the  practice  of 
high-quality  medicine  as  greatly  as  profes- 
sional liability.”  This  statement  by  the  Amer- 
ican Medical  Association’s  Special  Task  Force 
on  Professional  Liability  and  Insurance  could 
have  been  made  in  1975.  It  was  not.  It  was 
released  in  February,  1985. 

The  “crisis”  in  medical  liability  is  again 
afflicting  the  medical  profession  and  the  public 
it  serves.  Most  physicians  reportedly  are 
practicing  defensive  medicine  primarily  to 
protect  themselves  against  lawsuits,  and  some 
are  withdrawing  from  certain  specialties  be- 
cause of  the  high  incidence  of  litigation  by 
patients.  As  a result  of  these  actions  and  the 
liability  explosion  cited  by  the  AMA,  the 
public  is  bearing  an  increasing  financial 
burden  through  medical  fees  inflated  by 
professional  liability  insurance  costs,  and  the 
financial  stress  for  medical  malpractice  in- 
surance writers  has  been  widely  reported. 

But,  you  say,  your  insurance  company 
stopped  writing  malpractice  insurance  10 
years  ago,  and  the  light  is  finally  at  the  end  of 
the  tunnel  for  medical  malpractice  claims 
remaining  from  the  period  prior  to  your 

I-  r.inKlin  W Nutter  i.s  president  of  the  Alliance  of  American  Insurers 
■'I'hr  lollowiny  article  is  reprinted  fn»m  the  August.  19K5  issue  of  Hcsf's 
K<*\;eu  , Property  (‘asualty  Insurance  Kdition,  with  the  permission  of  the 
author  and  publisher,  the  A.M  Best  C'ompany. 

1)ki.  Mkd  Jki„  Jn.'i'  1986— Voi.  58,  No  7 


withdrawal.  The  present  medical  liability 
insurance  “crisis”  belongs,  you  say,  to  the  20 
multi-line  writers  and  approximately  50  spec- 
ialty companies  writing  this  medical  mal- 
practice coverage  today. 

Unfortunately,  your  conclusion  is  wrong. 
The  reason:  your  company  still  is  exposed 
through  assessments  by  joint  underwriting 
associations  (JUA)  and  state  guaranty  fund 
laws.  Although  designed  to  temporarily  relieve 
the  availability  problems  of  the  1970s,  JUAs 
and  the  earlier  state  guaranty  fund  laws  are 
still  on  the  books  and  will  respond  to  the 
solvency  problems  of  today’s  medical  mal- 
practice writers.  Regrettably,  legal  reforms  in 
the  intervening  years  have  been  insufficient  to 
bring  needed  stability  to  the  legal  system  that 
fuels  today’s  liability  problem. 

The  medical  malpractice  crisis  of  the  mid- 
1970s  evoked  an  intense  and  highly  coor- 
dinated effort  by  physicians  and  insurers  to 
deal  with  the  affordability  and  availability 
problems  of  the  period.  To  replace  the  capacity 
that  was  lost  as  commercial  insurers  withdrew 
from  the  market,  new  sources  of  coverage  were 
developed.  In  17  states,  legislators  created 
JUAs  to  provide  professional  liability  cover- 
age. This  interim  solution  assisted  physicians 
and  hospitals  where  traditional  markets  had 
evaporated.  In  other  states,  such  as  Maryland, 
New  Y ork  and  California  ( and  later  in  24  more 
states),  physicians  joined  together  to  create 
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their  own  companies  for  professional  liability 
protection. 

Changes  in  common  law  doctrines  on  negli- 
gence and  standards  of  care  contributed  sig- 
nificantly to  the  rapid  growth  of  medical  mal- 
practice claims  in  the  early  1970s,  prompting 
physician  and  insurer-sponsored  reform  cam- 
paigns. In  1974-1975,  the  rush  to  enact  medical 
malpractice  tort  reform  legislation  swept  the 
country,  leaving  only  the  District  of  Columbia 
and  the  state  of  West  Virginia  untouched.  By 
the  time  this  movement  had  passed,  86%  of  the 
states  had  enacted  three  or  more  medical  mal- 
practice legal  reform  measures,  and  28%  had 
passed  seven  or  more. 

These  new  alternative  markets  and  legis- 
lative initiatives  dealt  successfully  with  the 
existing  availability  problem.  By  1978,  approx- 
imately 150,000  physicians  (roughly  one-third 
of  those  practicing)  were  buying  medical  mal- 
practice coverage  from  physician-financed, 
medical  society-related  mutuals.  JUAs  covered 
another  large  group  of  health  care  providers, 
especially  in  the  heavily  populated  Northeast, 
and  a small  number  of  commercial  carriers 
continued  to  compete  actively  for  business. 
The  initiatives  of  this  period  also  had  a salu- 
tary effect  on  claims  frequency,  although  state- 
by-state  experience  was  highly  erratic. 

Nevertheless,  the  success  achieved  in  curb- 
ing claims  frequency  did  not  carry  over  to 
claim  severity.  Between  1975  and  1978,  median 
severity  per  paid  claim  increased  at  an  average 
annual  rate  of  roughly  30%,  although  the 
experience  was  not  uniform  for  all  states. 
During  this  same  period,  paid  indemnity 
totaled  $876  million  (of  which  $330  million 
was  paid  during  1978),  and  average  awards 
increased  from  $26,565  in  1975  to  $45,187  in 
1978,  an  inflation-adjusted  increase  of  44%. 

Publicity  about  the  medical  malpractice 
problem  declined  rapidly  with  diminished 
claims  frequency  in  the  late  1970s,  and  the 
“claims  made”  policy  and  intense  price  com- 
petition combined  to  lower  rates.  Despite  this, 
as  early  as  1979  some  students  of  the  problem 
were  warning  that  (1)  the  benefits  of  tort 
reform  legislation  would  be  of  short  duration 
as  attorneys  found  ways  to  work  around  the 


reforms  and  successful  constitutional  chal- 
lenges increased;  (2)  the  mechanisms  designed 
to  provide  affordable  and  available  coverage- 
JUAs,  doctors’  mutuals,  patient  compensation 
funds-would  fall  victim  to  financial  problems 
from  the  combined  effect  of  cash  flow  euphoria 
(ie,  inadequate  rates),  inadequate  reserving 
and  renewed  growth  in  claims  frequency  and 
severity;  and  (3)  the  result  would  be  another 
medical  malpractice  crisis  in  the  1980s. 

These  predictions  proved  highly  accurate. 
The  situation  was  exacerbated,  however,  by 
regulatory  inertia  or  outright  opposition  to  the 
setting  of  adequate  rates  redressing  the  sever- 
ity and  emerging  frequency  trends.  In  some 
competitive  rating  states,  the  adverse  loss 
experience  of  recent  years  has  been  quickly 
translated  into  higher  medical  malpractice 
rates.  In  other  states,  however,  the  need  for 
higher  rates  has  faced  stiff  regulatory  opposi- 
tion and,  in  at  least  one  instance,  this  issue 
has  become  highly  politicized. 

Based  on  information  from  the  Insurance 
Services  Office  and  a survey  of  specialty 
insurers  conducted  by  the  Alliance,  we  can 
document  at  least  20  instances  when  filings 
for  an  annual  rate  increase  for  physicians, 
surgeons  and  dentists  were  not  approved  by 
state  regulators.  In  addition,  in  approximately 
15  instances,  the  regulators  approved  annual 
increases  that  were  less  than  the  rate  request 
submitted.  Small  deviations  from  the  reques- 
ted amounts  would  not  be  particularly  trouble- 
some, but  the  information  suggests  that  these 
differences  frequently  have  been  50%  and 
more. 

During  the  crisis  of  the  mid-1970s,  17  states 
created  medical  malpractice  JUAs  to  address 
the  immediate  problems  of  insurance  avail- 
ability while  longer-term  legislative  responses 
were  being  developed.  For  the  most  part,  how- 
ever, the  JUAs  have  not  disappeared  and  con- 
tinue to  be  an  important  source  of  coverage  for 
large  segments  of  the  market.  In  fact,  as  of  the 
end  of  1983,  only  four  JUAs  had  stopped  writ- 
ing business  (those  in  Maine,  New  Jersey, 
Ohio  and  Tennessee)  and  only  one-Tennessee 
--was  truly  out  of  the  regulatory  business  (ie, 
had  no  incurred  losses).  Unfortunately,  the 
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JUAs  also  have  faced  regulatory  opposition  to 
rate  increases  reflecting  their  loss  experience. 

The  trade-off  for  the  insurance  industry’s 
support  for  JUAs  was  an  assurance  of  legal 
reforms  in  the  states.  It  was  reasoned  that 
such  reform,  when  achieved,  would  allow  the 
reestablishment  of  a viable  private  market  for 
medical  professional  liability  insurance.  While 
legal  reform  efforts  continue,  the  results  have 
been  mixed.  In  some  states,  reforms  have  been 
significant,  and  in  others,  the  reforms  have 
been  relatively  minor  administrative  changes. 

Legislation  dealing  with  a wide  variety  of 
medical  malpractice  issues  was  introduced 
in  30  states  in  1984.  New  York  and  South 
Carolina  passed  legislation  authorizing  the 
continued  operation  of  state  JUAs.  Medical 
malpractice  study  commissions  were  created 
in  Indiana  and  Virginia.  The  Virginia  study 
will  examine  whether  there  is  an  ongoing  need 
for  the  state’s  legal  reform  laws  enacted  in 
1976. 

Amendments  to  patient  compensation  fund 
acts  were  passed  in  Florida,  Hawaii,  Indiana, 
Louisiana  and  Wisconsin.  In  Hawaii,  the 
legislation  uncaps  recovery  limits  and  requires 
mandatory  participation  in  the  fund  by  all 
health  care  providers.  Changes  in  the  other 
states  were  confined  to  minor  administrative 
matters. 

Legislation  providing  immunity  from  liabil- 
ity for  persons  involved  in  peer  review  ac- 
tivities was  passed  in  Arizona,  Georgia, 
Hawaii  and  Kansas.  In  addition,  Arizona 
passed  measures  requiring  reporting  of 
medical  malpractice  claims  against  phar- 
macists, podiatrists  and  physical  therapists. 
Finally,  both  Hawaii  and  Wisconsin  estab- 
lished higher  mandatory  financial  respon- 
sibility limits  for  physicians. 

Still  other  states  enacted  basically  pro-plain- 
tiff changes  that  will  further  increase  the 
frequency  and  severity  of  medical  malpractice 
claims.  Oklahoma  legislation  substituted  a 
national  standard  of  care  for  a community 
standard;  Nebraska  made  access  to  the  courts 
easier  by  allowing  the  plaintiff  to  waive 
medical  panel  review  and  go  directly  to  court; 
and  California  repealed  its  statute  requiring 
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plaintiffs  to  obtain  a certificate  of  merit  before 
filing  a claim. 

Three  legislatures  addressed  limitations  on 
recoveries.  Louisiana  limited  awards  to 
$500,000  maximum,  but  provided  for  payment 
of  unlimited  medical  benefits.  In  Nebraska, 
the  fixed  cap  was  replaced  by  one  that 
escalates  as  the  cost  of  living  increases,  while 
in  Kansas  the  stabilization  fund  capped 
recoveries  at  a limit  of  $3  million  per  award. 
The  last  substantive  change  occurred  in  Rhode 
Island,  where  the  existing  statute  of  limita- 
tions was  changed  from  three  years  from  the 
date  of  occurrence  to  one  year  following  the 
date  of  discovery. 

The  National  Association  of  Insurance 
Commissioners  previously  identified  certain 
states  with  serious  medical  malpractice  prob- 
lems. A review  of  these  states  today  indicates 
that  those  that  have  “solved”  the  problem 
have  certain  characteristics.  Five  states  can 
be  singled  out  for  their  improvement:  Arizona, 
California,  Missouri,  Oregon,  and 
Washington. 

On  the  average,  these  states  passed  and 
kept  in  place  slightly  more  legal  reforms  than 
did  other  states.  Two  of  them  (40%)  passed 
legislation  limiting  plaintiffs’  recoveries.  Al- 
though three  have  “competitive  rating”  and 
two  do  not,  none  is  noted  for  having  rate 
regulatory  problems.  Four  of  the  five  have 
well-managed  medical  malpractice  specialty 
writers  with  a significant  market  share.  In 
three  states,  the  share  is  more  than  55  percent 
of  the  market.  None  of  the  five  has  a medical 
malpractice  JUA  in  operation.  Only  one,  Ore- 
gon, has  a patient  compensation  fund.  All 
have  relatively  short  statutes  of  limitation 
running  from  the  date  of  discovery. 

Eighteen  “problem”  states  can  be  identified 
on  the  basis  of  an  analysis  of  data  on  adjusted 
statewide  medical  malpractice  pure  loss  ratios, 
along  with  NAIC  statewide  operating  ratios, 
evidence  on  the  existence  of  financial  prob- 
lems in  the  JUAs  and  other  available  infor- 
mation. The  significant  factors  vary  from 
state  to  state;  nonetheless,  certain  character- 
istics appear. 

Fifty  percent  of  the  troubled  states  have 
JUAs,  many  of  which  are  financially  dis- 
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tressed  because  they  lack  underwriting  pre- 
rogatives and,  in  some  important  instances, 
because  they  have  had  difficulty  in  obtaining 
rate  increases.  The  proportion  of  these  states 
having  patient  compensation  funds  is  roughly 
the  same  as  for  the  states  that  improved. 

In  the  states  where  medical  malpractice 
specialty  companies  operate,  their  market 
share  is  quite  high  (48%).  Four  of  these  states, 
however,  have  no  specialty  companies  writing 
any  business.  On  the  average,  these  states 
have  adopted  fewer  legal  reforms  than  have 
other  states.  More  important,  none  has  adopt- 
ed the  most  effective  reform  (recover  caps)  and 
only  three  of  the  18  have  taken  any  action 
modifying  the  collateral  source  rule,  which 
disallows  evidence  of  compensation  received 
by  the  plaintiff  from  other  sources. 

Of  the  various  reforms  enacted  in  the  inter- 
vening 10  years,  limits  of  recoveries  (typically 
“caps”  on  the  amounts  recoverable  for  pain 
and  suffering  or  punitive  damages)  appear  to 
be  the  most  significant  reform  in  reducing 
claim  severity.  Mandatory  offsets  for  collat- 
eral sources  also  are  statistically  significant, 
although  not  as  important  as  limits  on  recov- 
eries. Elimination  of  the  plaintiffs  opportunity 
to  state  an  amount  demanded  in  damage  (ie, 
the  ad  damnum  clause)  has  helped  reduce 
total  claims  cost. 

Other  legal  reform,  such  as  limits  on  con- 
tingency fees;  voluntary  or  mandatory  pretrial 
screening  panels  to  test  the  merits  of  claims; 
use  of  binding  arbitration;  restrictions  on 
informed  consent  requirements;  restrictions 
on  the  use  of  the  res  ipsa  doctrine*,  which 
shifts  the  burden  of  proof;  and  provisions  for 
periodic  payments  of  future  damages,  have  a 
significant  effect  on  statewide  malpractice 
experience,  but  not  when  standing  alone. 

The  table  accompanying  this  article  shows 
the  number  of  states  that  have  enacted  var- 
ious legal  reforms  to  date.  It  is  particularly 
noteworthy  that  the  most  effective  reforms 
also  have  generated  the  most  controversy. 

In  1985,  numerous  state  legislatures  intro- 
duced medical  malpractice  legal  reform  pro- 

* Under  the  res  ipsa  loquitur  doctrine,  no  expert  testimony  is  required. 
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posals.  Among  the  most  significant  are  the 
following: 

-Contingency  fee  limitations:  Arizona, 
Connecticut. 

-Tightening  statutes  of  limitations:  Arizona, 
Massachusetts,  New  Jersey,  Virginia. 

-Caps  on  recoveries:  Connecticut,  Kansas, 
Maryland,  Missouri,  New  York,  South 
Dakota. 

-Penalties  for  filing  frivolous  actions: 
Connecticut,  New  Jersey,  New  York. 

-Permitting  introduction  of  collateral 
sources:  Connecticut,  Kansas,  Massachu- 
setts, Missouri,  North  Dakota,  Tennessee, 
Utah. 

-Increased  burden  of  proof:  Florida. 

-Creating  or  strengthening  arbitration  or 
review  panel  provisions:  Hawaii,  Indiana, 
Oregon,  Utah. 

-Certificate  of  merit  requirements:  New 
Jersey,  Utah. 


Also  notable  for  1985  is  the  AMA’s  action 
plan  which,  among  other  suggestions,  calls  for 
“refinements  on  the  method  of  awarding  dam- 
ages” through  federal  legislation  providing 
monetary  incentives  for  state  reforms.  Those 
include  limits  on  pain  and  suffering  awards; 
elimination  of  punitive  damages;  itemization 
of  jury  verdicts  for  medical  expense,  lost  earn- 
ings and  noneconomic  awards;  structured 
settlements;  patient  compensation  funds  to 
pay  excess  awards;  elimination  of  the  collat- 
eral source  rule,  and  restriction  on  contingent 
fees. 

Medical  liability  is  not  yesterday’s  insur- 
ance problem.  Today’s  insurance  company 
managers  cannot  turn  their  backs  on  the  cur- 
rent medical  malpractice  problem  or  the  tort 
reforms,  rate  increases  and  solvency  studies 
that  constitute  solutions  to  the  new  “crisis.” 
The  industry’s  interest  is  entwined  in  the  sol- 
vency problems  of  the  JUAs  and  medical  mal- 
practice carriers. 

Most  JUA  laws  provide  for  a “premium  con- 
tingency assessment”  when  the  association 
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experiences  a deficit  from  losses  arising  in  a 
fiscal  year.  Under  this  provision,  each  policy- 
holder for  that  fiscal  year  must  pay  the  JUA 
an  assessment  based  on  some  set  percentage 
of  the  policyholder’s  annual  JUA  premium. 
Most  laws  require  any  deficit  remaining  after 
maximum  collection  of  the  assessment  to  be 
recovered  from  the  member  insurers  partici- 
pating in  the  plan. 

Unfortunately,  these  same  laws  generally 
require  companies  writing  any  casualty  insur- 
ance or  specified  lines  of  insurance  to  become 


cialty  writers.  Thus,  guaranty  fund  assess- 
ments for  a licensed  malpractice  writer  in 
liquidation  are  made  against  other  licensed 
companies — again  without  regard  to  whether 
those  companies  write  professional  liability 
insurance. 

To  make  permanent  improvements  in  the 
medical  liability  system,  it  is  most  important 
that  all  parties  support  legal  reforms.  By  sup- 
porting medical  society  reform  efforts,  in- 
surers can  help  develop  coalitions  promoting 
broad-based  legal  reform.  To  improve  JUAs, 


STATUS  OF  MEDICAL  MALPRACTICE 
TORT  REFORM  ENACTMENTS 
Number  of  States 


Tort  Reform 

Legislation 

Enacted 

Provisions 

Intact 

Provision  Unconstitutional/ 
Not  Severable  From  an  Act 
Found  Unconstitutional 

Provision 
Repealed  or 
Sunset 

Ad  Damnum  Clause 

33 

32 

1 

0 

Statutory  Prov.  — Arbitration 

13 

11 

0 

2 

Collateral  Source  Rule 

19 

14 

4 

2 

Contingency  Fee  Limits 

24 

20 

2 

2 

Informed  Consent 

28 

27 

1 

0 

Screening  Panels 

30 

22 

5 

3 

Periodic  Payments 

17 

15 

2 

0 

Res  Ipsa  Loquiter  Prohibited 

12 

10 

2 

0 

Locality  Rule  Statue 

21 

19 

2 

0 

Statute  of  Limitations 

44 

40 

4 

0 

Recovery  Limits 

17 

10 

7 

0 

members  of  the  state  JUA  as  a condition  of 
their  authority  to  write  insurance  in  the  state — 
whether  or  not  they  write  medical  professional 
liability  insurance.  In  most  instances,  a mem- 
ber insurer  must  pay  a deficit  assessment 
based  on  the  proportion  that  its  net  direct 
premiums  for  all  hnes  written  during  the 
preceding  calendar  year  bears  to  the  aggre- 
gate net  direct  premium  written  in  the  state  by 
all  members  of  the  JUA. 

In  addition,  all  state  guaranty  fund  laws 
cover  duly  licensed  medical  malpractice  spe- 


insurer  members  should  recognize  their  own 
assessment  exposure,  vigorously  appeal  rate 
denials  and  reductions  of  necessary  increases 
and  demand  timely  financial  data. 

As  was  true  in  the  1970s,  the  current  medical 
malpractice  crisis  does  not  exist  in  all  states. 
Where  the  problem  has  resurfaced,  however, 
and  where  it  is  developing,  the  crisis  is  equally 
intense.  This  time  the  solutions  must  be  perma- 
nent, not  holding  actions.  But,  most  impor- 
tant, all  insurers  must  recognize  that  the  crisis 
is  theirs;  it  is  not  someone  else’s  problem. 
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AN  ALTERNATIVE  TO  REST. 


Reconditioning  is  the  scientific  supervision  of  exercising 
the  uninjured  areas  of  the  body,  in  conjunction  with 
nutritional  counseling  and  stress  management. 

Back  to  Basics,  fnc#  witt  be  offering  thttr  Reconditioning 
Program  at  the  Oelaware  Rehabilitation  ind  Sports 
Medicine  Center  beginning  in  July. 

Referrals  to  the  reconditioning  program  arp  appropriate 
in  any  musculoskeletal  injury,  particularly  iii  fhl^o 
individuals  who  need  improved  motivation  to  to 
their  normaiactivity. 

At  this  time,  insurance  coverage  to  Basics 

Reconditioning  Program  has  been  approved  by  47 
major  companies. 

Physician  referral  is  required. 

For  further  information,  call 

475-0680 

Delaware  Rehabilitation  and  Sports  Medicine  Center 
2002  Foulk  Road  - Suite  A 
Wilmington,  Delaware  19810 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information,  contact  the 
Journal  office,  658-3957. 


GUEST  EDITOR: 

Stephen  R.  Permut,  M.D.,  J.D. 

Stephen  R.  Permut,  M.D.,  J.D.,  is  the  guest 
editor  for  the  Delaware  Medical  Journal’s 
special  issue  on  malpractice  in  medicine. 

Dr.  Permut,  a graduate  of  the  University  of 
Pennsylvania,  went  on  to  take  his  internship 
and  residency  at  Indiana  University  Medical 
Center.  Coming  back  to  Delaware  in  1975,  he 
began  practicing  family  and  internal  medi- 
cine. In  1976,  Dr.  Permut  became  the  director 
of  the  Family  Practice  Residency  Program  at 
St.  Francis  Hospital,  a position  he  held  until 
1985,  when  he  was  named  medical  director  of 
Blue  Cross  Blue  Shield,  and  later  of  its  Total 
Health  Plus  program.  During  this  period.  Dr. 
Permut  found  time  to  take  his  law  degree  in 
1985  from  Widener  University,  Delaware  Law 
School.  He  is  also  assistant  professor  of  Fam- 
ily and  Community  Medicine  at  Temple  Uni- 
versity, a position  he  has  held  since  1983. 


Dr.  Permut  is  president  of  the  Board  of 
Directors  of  Delaware  Children’s  Bureau,  on 
the  Advisory  Committee  of  Delaware  League 
for  Planned  Parenthood,  Chairman  of  the 
Public  Affairs  Committee  and  on  the  Board  of 
Trustees  of  the  Medical  Society  of  Delaware, 
chairman  of  the  Community  Affairs  Commit- 
tee and  on  the  Board  of  Directors  of  the  New 
Castle  County  Medical  Society,  and  a member 
of  the  American  College  of  Physicians,  the 
American  Academy  of  Family  Physicians, 
American  College  of  Legal  Medicine,  of  which 
he  has  been  named  a Fellow,  the  American 
Bar  Association,  and  the  Pennsylvania  Bar 
Association. 

Several  publications  have  carried  Dr.  Per- 
mut’s  name,  including  a chapter  in  Corporate 
Liability  for  Occupational  Medicine  Programs, 
currently  in  press. 
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LIABILITY  INSURANCE:  A PERSPECTIVE  ON 
THE  CRISIS  IN  DELAWARE 

Recently,  the  Revenue  & Finance  Com- 
mittee of  the  Delaware  House  of  Represent- 
atives held  a full  day  workshop  to  try  to  under- 
stand and  meet  the  crisis  of  obtaining  and 
affording  liability  insurance  in  Delaware, 
including  malpractice  insurance. 

The  program  consisted  of  presentations 
from  a variety  of  points  of  view  including  bus- 
iness, government,  trial  lawyers,  physicians, 
the  insurance  industry,  the  insurance  com- 
missioner, and  consumers.  With  one  excep- 
tion, those  presentations  amounted  to  high 
powered  “finger-pointing”  as  to  who  is  re- 
sponsible for  the  crisis.  I do  not  mind  telling 
you  that  as  a physician,  an  attorney,  and  an 
employee  of  an  insurance  company,  as  the  day 
progressed,  I became  somewhat  paranoid. 
However,  with  so  many  high  powered  accu- 
sations and  so  much  believable  data  on  all 
sides,  my  overall  impression  is  that  there  is 
some  responsibility  for  the  crisis  in  all 
quarters. 

From  the  medical  malpractice  standpoint, 
each  of  the  players  can  help  improve  the  situa- 
tion. Certainly,  the  plaintiffs  bar  can  do  a 
more  responsible  job  of  screening  out  cases 
which  have  little  or  no  merit.  Our  legislature 
can  initiate  and  pass  legislation,  which  while 
preserving  the  rights  of  patients  who  are  truly 
injured  as  a result  of  poor  care,  will  remove  the 
lottery  characteristics  of  some  civil  litigation. 
The  medical  profession,  if  provided  approp- 
riate immunity,  can  improve  its  policing  of 
poor  practitioners.  The  insurance  industry 
can  improve  its  underwriting  practices  to  pro- 
vide more  consistent  availability  and  reason- 
able premiums.  Finally,  consumers  can  have 
more  reasonable  expectations  of  what  modern 
health  care  can  and  cannot  do. 

As  I mentioned  above,  there  was  one  presen- 
ter who  was  able  to  cast  a glimmer  of  hope  for 
solutions  to  the  crisis.  That  person  was  Insur- 
ance Commissioner  David  Levinson.  Com- 
missioner Levinson’s  comments  substantiated 
what  I have  long  believed  were  potential 
answers  to  the  medical  malpractice  crisis. 
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The  first  is  that  the  medical  profession  is  not 
in  this  alone.  There  is  a problem  of  cost  and 
availability  for  all  types  of  commercial  and 
professional  liability  insurance.  Therefore,  I 
believe  that  this  crisis  provides  an  opportunity 
for  we  as  physicians  to  begin  to  work  with  the 
business  community  at  large  to  help  solve  a 
number  of  mutual  concerns. 

The  next  point  crystallized  by  the  Commis- 
sioner was  that  with  regard  to  the  types  of 
insurance  that  are  the  most  costly  and  most 
difficult  to  obtain,  the  Delaware  loss  exper- 
ience is  extremely  favorable.  As  such,  if  all 
these  insurances  were  pooled,  a huge  liability 
insurance  pool  (or  as  the  Commissioner  states, 
a lake)  could  be  formed  from  which  all  of  Del- 
aware business  could  benefit  from  the  good 
Delaware  liability  experience. 

I believe  that  our  membership  should  sup- 
port the  recommendations  of  Commissioner 
Levinson,  that  we  should  join  forces  with  the 
business  community  at  large,  and  that  we 
should  support  legislation  for  tort  reform  with 
an  eye  toward  broad-based  reform,  rather 
than  reform  that  would  benefit  only  the  special 
interests  of  medicine. 

Stephen  R.  Permut,  M.D.,  J.D. 


“PREVENTIVE  LAW:”  SOME  SUGGESTIONS 
TO  INSURE  THE  FAIR  RESOLUTION  OF 
MEDICAL  TREATMENT  CLAIMS 

The  increase  in  lawsuits  claiming  medical 
malpractice  has  been  a consuming  subject  in 
medical  communities  across  the  country. 
Although  medical  practitioners  frequently 
believe  that  they  have  been  singled  out  for 
unfair  treatment,  there  are  indications  that  a 
proliferation  of  claims  has  occurred  generally. 
The  increase  in  the  cost  of  all  liability  insur- 
ance and  the  occasional  unavailability  of  lia- 
bility coverage  at  any  price  are  prime  exam- 
ples of  the  problem. 

Many  local  and  national  groups  are  investi- 
gating this  issue  to  determine  how  the  costs  of 
our  current  tort  system  could  be  curtailed,  but 

Del  Med  Jrl,  July  1986— Vol.  58,  No.  7 


Position  Avaiiabie 

Physician  needed  for  family 
practice,  2V2  days  per  week. 

For  more  information, 
please  contact: 

Charles  G.  Wagner,  M.D. 

424  Mulberry  Street 
Milton,  Delaware  19968 
(302)  856-4177 


the  basic  thrust  of  these  examinations  is  to 
develop  more  efficient  methods  of  weeding  out 
frivolous  claims.  Litigation  will  never  be 
eliminated. 

The  purpose  of  these  comments  is  to  suggest 
ways  to  reduce  litigation  problems  that  might 
arise  from  poor  personal  relations  or  failure  to 
document  good  medical  care. 

The  suggestions  in  this  article,  therefore, 
have  nothing  to  do  with  the  standard  of 
medical  care.  A physician  practicing  within 
the  standard  of  medical  care  in  this  community 
should  not  be  liable  to  anyone.  Nevertheless, 
physicians  can  provide  care  consistent  with 
that  standard,  but,  because  of  loose  practices 
of  documentation  or  simple  bad  feelings  create 
an  adverse  impression  that  compromises  the 
chance  for  the  successful  defense  of  a mal- 
practice suit. 

Hundreds  of  thousands  of  patient  contacts 
occur  each  year,  yet  despite  the  fact  that  many 
patients  are  irrational  or  bad-tempered  be- 
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cause  of  illness,  injury  or  fear,  complaints 
arise  from  only  a small  number  of  these 
contacts.  This  relatively  modest  number  of 
complaints  is  a tribute  to  what  the  medical 
profession  is  doing  right,  but  no  physician  can 
guarantee  a good  result.  If  a bad  result  occurs, 
and  if  a claim  is  made,  the  case  should  be 
resolved  on  the  basis  of  the  quality  of  care  and 
not  on  unrelated  factors. 

Prudence,  therefore,  requires  not  only  that 
physicians  practice  quality  medicine,  but  also 
that  they  can  demonstrate  that  quality  med- 
ical care  was  delivered.  When  the  quality  of 
care  is  questioned,  it  is  not  enough  that  a phy- 
sician knows  he  acted  properly.  He  must  be 
able  to  convince  a jury  of  that  fact. 

The  time  to  start  this  process  is  at  the 
inception  of  the  physician-patient  relation- 
ship. This  is  a time  of  mutual  respect.  There  is 
a flow  of  communication  between  the  doctor 
and  the  patient.  Some  practitioners  are  signif- 
icantly better  at  recording  these  communica- 
tions. In  this  regard,  the  printed  “new  patient” 
forms  that  are  now  generally  available  can  be 
of  great  assistance.  The  form  usually  requires 
the  patient  to  list  a personal  medical  history 
and  to  state  the  reason  for  the  consultation. 
The  forms  also  often  require  a family  medical 
history,  and  a statement  of  drug  allergies,  and 
other  important  information.  Use  of  such  a 
questionnaire  can  show  that  no  significant 
background  facts  were  missed. 

Generally,  patients  are  concerned  about 
some  condition  of  poor  health  or  injury  when 
they  see  a physician.  For  this  reason,  patients 
many  times  do  not  concentrate  on  what  the 
physician  says,  and  often  will  not  later  recall 
what  was  told  them.  Indeed,  patients  some- 
times are  so  distracted  that  they  do  not  even 
remember  signing  documents  that,  without 
question,  contain  their  signatures.  Contemp- 
oraneous notes  by  the  physician  can  establish 
those  facts. 

Many  physicians  see  a large  number  of 
patients  on  a given  day,  and  as  to  be  expected, 
their  notes  are  frequently  abbreviated  or 
omitted  entirely.  A frequent  occurrence  is  to 
omit  records  of  tests  that  demonstrate  no 
adverse  or  abnormal  findings.  The  physician 

488 


who  abbreviates  or  omits  findings,  whether 
positive  or  negative,  risks  an  accusation  of  not 
conducting  the  examination.  While  the  stand- 
ard of  care  may  not  require  precise  notes,  the 
legal  health  of  the  physician  is  threatened  by 
such  short  cuts. 

Another  poor  practice  occurs  when  a doctor 
examines  a patient  after  an  operation,  con- 
cludes that  the  post-operative  course  is  satis- 
factory or  uneventful,  and  then  simply  notes, 
“P.O.”  (for  post-operative)  in  order  to  save 
time.  That  type  of  note  can  contribute  to 
unfair,  adverse  results,  should  litigation  later 
develop.  List  all  examinations,  and  specifi- 
cally note  all  findings,  even  if  they  are 
negative. 

A related  problem  occurs  when  a physician 
dictates  notes.  The  most  effective  medical  care 
rendered  may  not  be  accurately  reflected  if  the 
transcription  of  such  notes  is  not  proofread 
carefully.  If  the  notes  of  a surgical  procedure 
are  dictated  by  a resident  or  someone  who  did 
not  perform  the  actual  surgery,  proofread  the 
transcription  before  it  is  signed  or  initialed, 
and  make  sure  the  report  says  what  is  in- 
tended. Otherwise,  the  incorrect  report  will 
cast  significant  doubt  on  the  care  rendered. 
For  the  same  reason,  a careful  physician 
should  never  allow  someone  else  to  proofread 
or  sign  his  name  to  notes  that  have  been 
dictated,  but  not  read. 

Similarly,  review  hospital  charts  carefully. 
The  difference  in  training  between  a physician 
and  other  medical  personnel  can  lead  to  errors 
that  a doctor’s  sophisticated  eye  will  notice. 
These  can  then  be  corrected  immediately. 
Making  corrections  after  the  fact  may  cause 
the  correction  to  be  viewed  with  suspicion. 
Again,  the  standard  of  care  may  not  require 
such  scrutiny,  but  good  legal  health  does. 

Furthermore,  when  seeing  a patient  as  a 
substitute  for  that  patient’s  regularly  treating 
physician,  look  at  the  chart  first.  Patients  feel 
more  comfortable  when  doctors  know  not  only 
their  complaints,  prior  treatment  and  diag- 
nosis, but  also  their  names.  Also,  physicians 
should  take  a few  extra  minutes  to  explain 
why  another  doctor  is  there  instead  of  the 
patient’s  treating  physician. 
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Office  communications  with  the  patient  are 
very  important,  too.  Instruct  office  personnel 
to  treat  patients  with  kindness  and  under- 
standing. The  people  of  a physician’s  team 
should  be  periodically  reminded  that  they 
represent  him  to  the  patient.  Shortness  or 
unpleasantness  will  be  attributed  to  the  doctor. 

About  five  years  ago,  a prominent  surgeon 
was  included  in  a claim  a patient  brought 
against  four  other  doctors.  The  surgeon  had 
treated  the  patient  well,  and  the  patient  was 
very  fond  of  him.  At  the  hearing  before  the 
Insurance  Commissioner’s  Panel,  the  patient 
testified  that  she  had  no  complaint  about  the 
surgeon’s  treatment.  She  included  him  in  her 
complaint  only  because  she  thought  his  nurse 
was  mean  to  her  on  the  telephone! 

If  a patient  becomes  a problem  because  of 
too  many  calls  or  nastiness  to  office  help, 
consider  terminating  the  relationship.  If  this 
is  done,  however,  make  sure  the  patient  has 
proper  notice  and  the  opportunity  to  select 
another  treating  physician.  Moreover,  do  this 
in  person  and  not  over  the  telephone. 

Further,  a break  in  communication  can  be 
dangerous.  Thus,  a physician  should  insure 
that  he  receives  a record  of  all  calls  received  so 
that  he  can  respond  promptly.  In  addition, 
this  same  piece  of  paper  can  be  used  to  record 
the  return  of  that  call. 

When  treating  the  sick  or  injured,  main- 
taining good  relations  not  only  with  the 
patient,  but  also  with  nurses  and  other  hospital 


personnel  is  critical.  Patients  are  frequently 
frightened  by  their  condition  or  the  hospital 
setting.  They  may  not  understand  or  respond 
to  instructions.  Acts  of  kindness  will  be 
remembered  as  well  as  impatience,  short 
fuses,  and  intolerance. 

Most  physicians  are  imbued  with  love  and 
caring  for  people  generally.  The  profession 
engenders  that  kind  of  feeling,  yet  the  pres- 
sures of  the  profession  are  also  enormous. 
When  strain  occurs,  it  is  very  easy  to  be  short 
with  others.  Do  not  yield  to  that  temptation. 
Be  patient  and  tolerant,  not  sarcastic  and  dis- 
paraging. Patients  and  hospital  workers  hang 
on  a doctor’s  every  word.  If  a physician 
disparages  another  member  of  the  medical  or 
paramedical  team,  the  patient  may  well  feel 
that  this  reflects  a failure  of  treatment.  Fur- 
thermore, a person  who  feels  slighted  or 
insulted  will  be  much  less  inclined  to  cooperate 
with  the  defense  to  present  crucial  informa- 
tion favorably. 

In  the  event  that  a claim  is  made,  a few 
cardinal  rules  must  be  followed: 

1.  As  soon  as  a problem  is  suspected,  the 
insurance  carrier  should  be  notified.  This 
suspicion  may  be  triggered  by  a threat  from  a 
patient,  or  by  a letter  from  the  patient’s 
attorney,  or  by  an  unexpected  result  of  a 
procedure. 

2.  Immediately  establish  two  files  on  a patient 
involved  in  a potential  lawsuit.  One  file  should 
be  a legal  file  for  communications  with  the 
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physician’s  lawyer.  The  second  file  is  the 
medical  file  relating  to  the  patient’s  treatment. 
The  files  should  not  be  intermixed. 

3.  When  represented  by  an  attorney,  avoid 
direct  communication  with  an  opposing  attor- 
ney, even  if  he  only  wants  to  talk  “off  the 
record”  and  assures  that  the  physician  will 
not  be  made  a party  to  a suit.  Some  very  fine 
physicians  in  this  community  have  fallen 
victim  to  that  approach.  Respond  to  such  a 
request  with  the  statement  that  you  will 
consult  your  own  lawyer  first. 

4.  The  fact  that  the  patient  has  filed  a claim  is 
sometimes  viewed  with  anger.  Avoid  this  very 
human  response.  Cases  are  legion  where 
heroic  measures  are  taken  to  save  a patient’s 
life  and  the  care  is  successful,  but  because  of 
some  residual  disability  from  .the  trauma,  the 
patient  feels  aggrieved  and  files  a lawsuit. 
Indeed,  it  is  remarkable  that  most  physicians 
do  not  react  with  anger  but  rather  continue  to 
feel  genuine  compassion  for  such  a patient. 
That  compassion  is  to  be  commended.  It  is 
also  a real  asset  in  litigation.  That  feeling  is 


unique  to  the  medical  profession,  and  it  should 
be  encouraged,  even  absent  any  benefit  in 
litigation. 

5.  Follow  your  lawyer’s  advice.  Do  not  hesitate 
to  question  advice  or  discuss  it,  but  when  the 
discussion  is  over,  follow  it.  The  lawyer  who 
represents  you,  is  your  lawyer,  even  if  he  is 
paid  by  the  insurance  carrier.  His  obligation  is 
to  you  and  to  you  alone.  Treat  him  the  way  you 
want  your  patients  to  treat  you.  Y our  attorney 
has  a professional  responsibility  to  help  you 
with  your  legal  problem,  in  the  same  way  you 
are  charged  to  help  your  patients  with  their 
medical  problems.  Remember,  you  are  not  the 
legal  expert.  He  is. 

The  quality  of  medical  care  in  Delaware  is 
very  good.  The  Delaware  medical  community 
pioneered  in  the  establishment  of  mandatory 
continuing  education.  These  suggestions  will 
not  improve  the  quality  of  medical  care,  but 
they  will  improve  the  chances  that  a claim  will 
be  decided  on  the  merits  and  not  on  some 
extrinsic  factor  such  as  personality  or  poor 
record  keeping. 
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The  patient  who  has  not  had  a perfect 
recovery  may  well  present  a sympathetic 
picture.  Physicians  more  than  anyone  else 
realize  that  a perfect  result  cannot  be  achieved 
in  every  case.  The  fair  independent  assessment 
of  treatment  will  be  aided  if  these  few  recom- 
mendations are  followed. 

Victor  Battaglia,  Esq,  LLD 
Biggs  and  Battaglia 
Counsel  for  the  Medical  Society  of  Delaware 

COLLEAGUE  BASHING 

In  the  ’50s  and  ’60s  we  frequently  read  of  the 
“curtain  of  silence”  which  plaintiff  s lawyers 
claimed  to  be  unable  to  penetrate.  They  were  of 
the  opinion  that  it  was  impossible  to  get 
doctors  to  testify  against  one  another.  This 
supposed  problem  has  long  since  disappeared 
and,  in  fact,  we  have  seen  the  pendulum  swing 
far  to  the  other  side  with  “hired  guns”  avail- 
able to  testify  anywhere,  on  any  topic,  and 


Baynard  Optical 
Company 


Prescription  Opticians 
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We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


CONCORD  PLAZA 
3411  Silverside  Road 
2323  PENNSYLVANIA  AVENUE 
Wil  mingfon,  Delaware 


seemingly  always  willing  to  say  what  the 
plaintiffs  attorney  is  looking  for.  Fortunately, 
there  is  a middle  ground  in  which  doctors  are 
doing  their  duty  to  their  patients  and  are 
willing  to  testify  for  the  patient  when  there 
has  been  what  they  consider  to  be  clear  and 
unequivocal  malpractice  with  injury  to  the 
patient.  This  is  clearly  as  it  should  be. 

But  we  have  come  into  an  era  in  which  what 
I have  chosen  to  call  colleague  bashing,  has 
become  all  too  prevalent.  Somehow,  we  are 
unable  to  restrain  ourselves  from  making 
critical  comments  about  our  colleagues  on 
even  the  slightest  provocation.  I have  seen  it 
written  that  well-known  plaintiff  s attorneys 
have  stated  that  they  have  never  seen  a 
malpractice  case  which  did  not  originate  from 
one  doctor’s  critical  comments  about  another. 
The  vast  majority  of  these  comments  are 
gratuitous.  I do  not  know  what  percentage  of 
malpractice  suits  in  Delaware  are  caused  by 
this  phenomenon  but  in  our  search  for  solu- 
tions to  the  malpractice  crisis,  this  is  one  cause 
which  can  end  immediately.  It  needs  only  a 
second  thought  to  consider  whether  or  not  the 
remark  we  were  about  to  make  is  fair,  just  or 
necessary.  While  it  is  never  necessary  to  cover 
up  malpractice,  it  is  necessary  to  follow  the  old 
dictum  that  you  must  walk  a mile  in  a man’s 
shoes  before  criticizing  him. 

Just  take  the  question,  “What  medicine  did 
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• skilled  and  intermediate  care 
• out-patient  physical  therapy 

• in-house  physical,  speech,  and 
occupational  therapy 

respite  care 

Leader  Nursing 
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your  doctor  have  you  on?”  Say  it  to  yourself 
several  times,  emphasizing  a different  word.  It 
is  amazing  how  many  different  messages  we 
can  communicate  to  a patient  hy  an  inflection, 
a nod  of  the  head,  or  an  emphasis  on  a 
particular  word. 

The  one  part  of  the  malpractice  crisis  we 
know  that  we  can  manage  is  the  part  due  to 
improper  and  unnecessary  criticism  of  col- 
leagues. Let’s  put  an  end  to  colleague  hashing 
now. 

Ben  C.  Corhallis,  M.D. 


either  a substantial  sum  or  no  money  at  all — 
hut  he  won’t  risk  a dime  of  his  own  money  in 
attorney’s  fees. 

Put  all  of  this  in  another,  less  wordy  way: 
Attorneys’  contingency  fees  move  higher  and 
higher  on  the  list  of  reasons  why  patients  face 
higher  and  higher  health  care  costs.  This  is 
not  news  hut  what  would  happen  if  attorneys 
worked  out  a flexible  contingency  fee  (see  plan 
helow)  and  plaintiffs  who  lost  paid  their 
attorneys  10%  of  the  amount  they  sued  for  in 
the  first  place?  Here  (for  an  opener  at  hest)  is  a 
suggested  contingency  fee  schedule: 


MALPRACTICE  AND  CONTINGENCY  FEES* 

The  headquarters  of  the  American  Academy 
of  F amily  Physicians  sits  on  the  Missouri  side 
of  the  Kansas-Missouri  line  and  perhaps  for 
that  reason,  our  attention’s  been  called,  time 
and  time  again,  to  the  fact  that  both  states  are 
taking  a close  look  at  lawsuits  which  give  bar- 
rels of  money  to  a handful  of  people— and 
drive  the  cost  of  medical  care  up  about  $100  per 
person  per  year.  The  problem,  now  seen  quite 
clearly,  is  this:  Malpractice  insurance  pre- 
miums will  undoubtedly  go  up  at  a time  when 
physicians’  incomes  are  quite  likely  to  go 
down. 

Here’s  what  happens:  People  who  are  or 
have  been  under  medical  care — and  who  are 
unhappy  about  some  part  of  it — often  find  an 
attorney  (or  are  found  by  an  attorney).  The 
attorney  and  the  patient  go  to  court  and  try  to 
convince  the  jury  that  the  physician  did  or 
didn’t  do  something  that  he  should  or  shouldn’t 
have  done.  If  the  jury  finds  the  physician 
guilty,  the  patient  is  usually  awarded  a big 
hunk  of  money  because  the  jurors  assume  that 
the  attorney  will  pocket  half  of  it.  In  many 
malpractice  trials,  the  jurors  know  the  plain- 
tiff s attorney  is  on  a 50-50  contingency  fee 
basis,  and,  therefore,  the  settlement  amount 
must  be  twice  as  much  as  the  jurors  want  the 
plaintiff  to  have.  This  larrups  the  insurance 
company,  forces  premium  payments  up — and 
eventually  bumps  physicians’  fees. 

And  remember  this:  If  the  plaintiff  loses, 
he’ll  pay  no  attorney’s  fee.  He  may  receive 

* Reprinted  with  permission  from  American  Family  Physician,  July,  1985. 


Amount  Jury 
Awards  to  Plaintiff 
Up  to  $50,000 
$50,001  to  $60,000 
$60,001  to  $70,000 
$70,001  to  $80,000 
$80,001  to  $90,000 
$90,001  to  $100,000 
Over  $100,000 


Attorney’s 
Maximum  Fee 
10% 

9 

8 

7 

6 

5 

4 


This  is  far  from  an  absolute,  iron-clad 
answer  to  the  dollar  segment  of  the  overall 
malpractice  problem — but  it  may  point  a few 
litigation-minded  patients  and  their  attorneys 
in  a worthwhile  direction. 


HOW  LAWYERS  GET  THAT  WAY 

In  the  current  climate  of  heightened  mal- 
practice awareness  and  occurrence,  the  plain- 
tiffs attorney  is  frequently  perceived  as  the 
real  villain.  Physicians  who  would  like  a key 
to  the  thinking  process  of  malpractice  attor- 
neys will  be  interested  in  excerpts  from  an 
essay  subtitled  Medicine  Versus  Law,  in  which 
these  matters  are  discussed.  ^ 

“In  determining  the  proper  therapy  for  a 
patient,  the  physician  must  carefully  weigh 
many  considerations.”  This  includes  cost, 
probable  deleterious  side  effects,  risks  of  not 
treating,  versus  the  risk  of  treating,  etc. 

This  is,  however,  the  converse  of  the  way 
attorneys  operate;  the  attorney  “assumes  a 
Stance  and  then  argues  that  it  is  best,  con- 
structing his  argument  ex  post  facto.”  On  the 
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way  to  becoming  a lawyer,  the  student  must 
learn  that,  “Truth,  distinctions  between  right 
and  wrong,  and  the  larger  values  of  society 
must  be  subordinated  to  the  client’s  interests; 
in  arguing  a court  case,  the  lawyer  must 
remove  himself  from  the  ethical  norms  of 
society  and  follow  any  and  all  legally  pres- 
cribed avenues  toward  winning  the  case.”  The 
italics  of  astonishment  are  mine. 

Riordan  also  quotes  from  a lecture  given  to 
first  year  law  students,  in  which  they  are 
admonished  that  they  must  lop  off  their  com- 
mon sense  and  knock  their  ethics  into  tempor- 
ary anesthesia.  Riordan,  a physician,  calls 
this  an  “unsavory  suspension  of  societal 
values  for  the  sake  of  undeterred  advocacy . . . 
a prerequisite  of  the  adversarial  legal  system.” 

Physicians  had  well  be  discouraged  about 
malpractice  suits  if  the  legal  system  is  in  truth 
as  it  was  described  hy  one  lawyer:  “a  very 
mischievous  system  designed  not  to  achieve 
but  to  frustrate  the  truth.  Each  side  pulls  out 
the  facts  that  help  and  ignores  those  that 
don’t.  Out  of  that  come  confusion  and  distor- 
tion, and  the  cleverer  guy  wins.”^  An  entan- 
glement with  professionals  whose  training 
has  been  to  think  and  perform  in  that  fashion 
is  bound  to  be  a disillusioning  and  unpleasant 
experience  for  physicians. 


On  the  other  hand,  many  suits  are  not  frivo- 
lous. The  most  common  causes  for  malpractice 
suits  against  internists  were  recently  sum- 
marized by  C.S.  Lewis,  Jr.,  president  of  the 
American  College  of  Physicians.^  Misdiagno- 
sis of  breast,  lung  or  colon  cancers  were  the 
most  common  reasons  for  suits;  misdiagnoses 
of  myocardial  infarctions  were  next,  followed 
by  injuries  from  medications.  Lists  such  as 
these  are  useful  to  practicing  physicians  who 
would  like  to  know  what,  if  anything,  they  can 
do  to  protect  themselves  in  a world  where  the 
incidence  of  malpractice  suits  against  them 
has  doubled  in  the  past  five  years,  and  where 
they  will  be  pitted  against  professionals  whose 
operational  ethics  are  different  than  their 
own. 


Bernadine  Z.  Paulshock,  M.D. 
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IN  BLACK  AND  WHITE 


Edited  by  Dennis  R.  Witmer,  M.D. 


“Before  we  begin,  Mr.  Attenroiigh,  allow  me  to  introduce  you  to  your  team. 
This  is  Bess  Calvert,  your  surgical  nurse;  this  is  Dr.  Melrose,  your  anesthesi- 
ologist; this  is  Dr.  Nargus,  your  X-ray  expert;  this  is  Cloris  Pendleton,  your 
assisting  nurse;  and  last  but  not  least.  Brad  Wallis,  my  lawyer.’’ 


Send  contributions  (not  necessarily  always  of  medicine,  black  and  white  glossy  prints  only, 
please)  to  Dennis  Witmer,  M.D.,  Delaware  Medical  Journal,  1925  Lovering  Avenue,  Wilmington, 
Delaware  19806. 
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Your  patient  had  a routine  CBC  and 
Chemistry  Profile  drawn  at  8:30  a.m. 
on  Friday;  if  the  Glucose  Level  was 
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or  any  other  test  resulted  in  a critical 
value . . . 
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be  run  until  the  early  hours  of  the  following  day.  At 
Medlab,  we  run  routine  tests  within  hours  of  pick-up. 

During  these  times  of  change  in  the  healthcare  field, 
you  shouldn’t  have  to  worry  about  your  laboratory 
services. 


At  Medlab,  we  pride  ourselves  on  the  high  quality, 
flexibility,  customized  service,  and  advanced 
technology  that  we  offer  our  clients. 
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The  following  editorials  have  been  written  by  two  OB/ 
GYNs  observing  the  medical  profession  from  different  angles. 
Richard  W.  Henderson,  M.D.,  has  recently  begun  his  practice, 
while  Richard  C.  Hayden,  M.D.,  has  practiced  medicine  for 
more  than  three  decades. 


Henderson: 

OB/GYN:  A NEW  PRACTITIONER’S 
PERSPECTIVE 

Concerns  and  issues  facing  the  obstetrician- 
gynecologist  entering  private  practice  are 
considerably  different  today  than  those  our 
mentors  faced.  These  concerns  and  issues  are 
complex  and  multifaceted.  Compounding  this 
is  the  understanding  many  now  entering  pri- 
vate practice  have  no  past  experience  in  medi- 
cine or  the  history  of  medicine.  This  lack  of 
experience  may  also  make  the  new  physician 
appear  naive.  In  offering  my  perspective,  I 
apologize  in  advance  for  any  naivete,  stated  or 
implied. 

The  issues  concerning  me  most  are:  1)  pro- 
fessional liability,  2)  medical  technology,  and 
3)  medical  economics. 

The  primary  problem  facing  obstetrician/ 
gynecologists,  especially  those  entering  prac- 
tice, is  professional  liability.  There  exists  a 
crisis  of  affordability  and  availability  of  mal- 
practice insurance.  Webster  defines  a “crisis” 
as  “an  unstable  or  crucial  time  or  state  of 
affairs  in  which  decisive  change  is  impending, 
especially  one  with  a distinct  possibility  of  a 
highly  undesirable  outcome.”'  Some  insurance 
carriers  have  stopped  offering  any  form  of 
obstetrical/gynecological  malpractice  cover- 
age. Without  malpractice  insurance,  in  some 
states,  an  obstetrician-gynecologist  cannot 
practice  his/her  specialty.  In  addition,  many 
hospitals  now  require  proof  of  malpractice 

Continued  on  Page  498 
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Hayden: 

MEDICAL  LIABILITY:  A BURDEN  TO  THE 
PRACTICE  OF  MEDICINE 

Reflecting  on  my  medical  career  of  thirty- 
five  years,  I feel,  perhaps  I would  have  been 
wiser  to  have  chosen  some  other  field  of 
endeavor.  The  practice  of  medicine  has  become 
a burden,  with  the  ever  increasing  cost  of  mal- 
practice insurance  premiums  and  the  litiga- 
tion process  involving  huge  sums  of  money. 

When  I first  started  as  a physician  it  was  a 
joy  and  a rewarding  challenge  to  care  for 
patients,  a truly  exciting  time.  Today  the 
atmosphere  has  changed  so  greatly  that  you 
often  face  patients  with  trepidation  and  a feel- 
ing of  defensiveness.  When  a new  patient 
enters  the  consultation  room,  though  you  may 
be  solicitous,  caring  and  courteous,  you  wonder 
in  the  back  of  your  mind  if  he  or  she  may 
represent  a potential  law  suit. 

In  my  first  years  as  a doctor  my  professional 
liability  insurance  premium  was  only  $125  a 
year.  Physicians  rarely  heard  of  malpractice 
suits.  What  has  happened  since  that  time  to 
cause  the  escalation  of  premiums  and  liability 
suits  in  our  profession?  There  is  no  simple 
answer  to  these  questions;  rather  there  are 
many  facets  that  have  created  these  all  too 
real  problems  which  will  leave  very  few  of  us 
unscathed  during  our  careers. 

Firstly,  the  numerous  new  electronic  and 
technological  instruments  and  apparatus  have 
created  new  areas  of  expertise.  Is  it  possible 

Continued  on  Page  501 
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insurance  before  privileges  are  granted.  The 
inability  to  obtain  insurance  because  no  one 
will  insure  you  or  being  unable  to  maintain 
malpractice  insurance  because  of  its  cost 
clearly  satisfies  the  definition  of  a crisis.  These 
prospects  are  sobering  to  medical  students 
considering  obstetrics  and  gynecology  as  a 
specialty,  and  frightening  to  those  about  to 
complete  their  residency  training.  For  estab- 
lished practitioners,  the  current  state  of  affairs 
has  caused  many  to  reevaluate  their  continued 
participation  in  obstetrics. 

The  primary  reason  given  for  the  dramatic 
increase  in  OB/GYN  malpractice  insurance 
premium  is  the  increasing  number  of  obstetric 
suits,  and  the  magnitude  of  awards  when  they 
are  lost.  Most  litigation  in  obstetrics  today 
addresses  fetal  brain  damage  and/or  death. 
For  decades  the  responsibility  for  brain  dam- 
age and  fetal  death  rested  with  the  obstetri- 
cian. Considerable  effort  and  energy  have  and 
continue  to  be  directed  at  improving  fetal  out- 
come. Technologies  now  exist  and  continue  to 
be  developed  to  assess  fetal  well-being.  When  a 
fetus  is  at  risk  from  maternal  or  obstetric  con- 
ditions and  vaginal  delivery  is  not  feasible, 
cesarean  section  is  performed.  With  improv- 
ing surgical  techniques,  antibiotics,  and  under- 
standing of  newborn  physiology,  the  outcome 
for  both  mother  and  neonate  improved.  Manip- 
ulative procedures  for  delivery  previously 
associated  with  high  morbidity  (fetal  and 
maternal)  such  as  high-  and  mid-forceps 
deliveries,  high-  and  mid-cavity  rotations, 
internal  and  external  versions  and  total 
breech  extraction  have  been  all  but  aban- 
doned. As  technologies  evolved,  maternal  and 
neonatal  mortality  and  morbidity  declined.  As 
a result  false  association  between  cesarean 
section  rates  and  improved  outcome,  espe- 
cially for  the  fetus,  became  ingrained  in  both 
the  obstetric  and  public  communities.  This,  no 
doubt,  contributed  to  a further  increase  in  the 
rates  of  primary  cesarean  sections. 

Efforts  are  now  under  way  by  both  the 
national  and  local  obstetric  communities  to 
decrease  primary  and  repeat  cesarean  section 
rates.  The  ability  to  assess  fetal  well-being  in- 
utero  permits  previously  abandoned  proced- 
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ures  (external  version,  vaginal  breech  delivery 
and  vaginal  birth  after  cesarean  section)  to  be 
re-examined  as  alternatives  to  primary  and 
repeat  cesarean  section.  However,  the  current 
medical/legal  climate  effectively  precludes 
consideration  of  alternatives  to  primary  or 
repeat  cesarean  section.  It  would  require 
extreme  optimism  or  true  naivete  to  believe 
primary  cesarean  rates  will  decline  as  long  as 
suits  are  filed  and  large  settlements  are 
granted  for  failure  to  perform  “timely”  cesa- 
rean sections.  Anecdotally,  increasing  num- 
bers of  suits  are  being  filed  for  lack  of  indica- 
tions for  performing  cesarean  sections.  Who- 
ever coined  the  phrase  “caught  between  a rock 
and  a hard  place”  must  have  been  thinking  of 
an  obstetrician.  King  Sisyphus  had  nothing 
on  us! 

There  can  be  no  argument  against  cesarean 
section  performed  in  obstetric  conditions 
where  the  surgery  clearly  benefits  the  fetus 
and/or  the  mother.  Failure  to  perform  cesa- 
rean sections  in  such  instances  places  the 
obstetrician  at  risk.  What  about  the  “routine” 
or  “normal”  pregnancy?  What  about  those 
unforeseeable  and  unpredictable  catastrophic 
events  that  may  result  in  unintentional  injury 
to  the  baby  or  mother?  Will  our  concern  over 
the  unpredictable,  unpreventable  event  with 
resultant  poor  outcome,  fueled  by  our  fear  of 
subsequent  litigation,  lead  us  to  abandon  spon- 
taneous vaginal  delivery  in  favor  of  prophy- 
lactic cesarean  section  at  term?^  At  the  conclu- 
sion of  their  article/ editorial  Feldman  asked 
the  following  questions:  “In  light  of  all  these 
considerations,  is  it  tenable  for  us  to  continue 
to  fail  to  inform  patients  explicitly  of  the  very 
real  risks  associated  with  passive  anticipation 
of  vaginal  delivery  after  fetal  maturity  has 
been  reached?  If  an  informed  patient  opts  for 
prophylactic  cesarean  section  at  term,  can  it 
be  denied?  If  a patient  considers  the  procedure 
and  decides  against  it,  must  she  then  be 
required  to  sign  a consent  form  for  the  attempt 
at  vaginal  dehvery?”^  Has  something  impor- 
tant been  overlooked? 

The  concern  about  liability  and  litigation  in 
the  above  is  clear.  This  same  concern,  coupled 
with  the  price  of  malpractice  insurance  may 
make  many  competent  and  caring  obstetri- 
cian/gynecologists stop  accepting  high-risk 
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patients  or  stop  doing  obstetrics  altogether.  If 
the  number  of  obstetrician/gynecologists  is 
reduced  because  qualified,  compassionate  res- 
ident candidates  are  frightened  away  from 
obstetrics  or  the  number  of  current  obstetri- 
cian-gynecologists is  reduced,  a significant 
gap  in  the  health  care  of  women  will  result. 
This  is  a gap  which  could  not  be  adequately 
filled  by  family  practitioners  or  nurse  mid- 
wives. If  the  above  scenario  occurs,  our  health 
as  a nation  may  also  suffer  as  there  is  no 
specialty  more  directly  involved  in  the  national 
health  than  that  involved  with  the  care  of 
women  during  and  after  their  reproductive 
years. 

Review  of  technological  advances  in  obstet- 
rics and  gynecology  brings  good  news  and  bad 
news.  The  good  news  is  the  incredible  explo- 
sion of  information  and  technology  which  has 
occurred  in  medicine  since  World  War  II.  This 
explosion  has  allowed  Americans  to  become 
one  of  the  healthiest  and  longest  living  pop- 
ulations in  the  world.  In  his  presidential 
address,  William  T.  Mixson,  M.D.,  president  of 
the  American  College  of  Obstetrics  and  Gyne- 
cology, eloquently  reviewed  some  of  the  accom- 
plishments in  obstetrics  and  gynecology  since 
World  War  II  that  have  benefitted  our  pa- 
tients.^ He  also  discussed  the  directions  the 
current  and  new  technologies  may  take  us  in 
increasing  our  armamentarium  of  diagnostic 
and  therapeutic  tools. 

The  bad  news  about  technology  is  the  cost. 
On  the  human  side  concern  also  has  been 
voiced  and  rightfully  so,  that  the  patient  may 
be  lost  in  the  wires,  bleeps  and  buttons.  In  his 
same  presidential  address.  Dr.  Mixson  warned 
us:  “The  very  technology  that  can  produce  so 
many  benefits  has  caused  problems.  What 
some  people  call  ‘medical  gadgetry’  such  as 
fetal  monitoring  equipment,  which  should 
enhance  medical  care,  often  intrudes  into  the 
personal  relationship  between  the  patient  and 
the  physicians.”^  The  importance  of  not  losing 
sight  of  the  patient  must  be  taught  in  nursing 
and  medical  schools  and  reinforced  in  the 
hospitals  and  private  offices.  Without  the 
human  or  personal  touch,  technology  is  sterile 
and  frightening.  If  a diagnostic  test  or  therapy 
is  feared,  it  is  less  likely  to  be  accepted  by  the 
patient.  It  remains  the  challenge  of  the  physi- 
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cian  to  make  technology  less  frightening  and 
imposing.  This,  of  course,  presupposes  the 
physician  understands  and  is  not  overwhel- 
med by  the  technology  him/herself. 

Economically  speaking,  the  cost  of  technol- 
ogy is  high  and  getting  higher.  Hospitals  are 
feeling  the  crunch  and  the  crunch  has  the 
initials  DRGs.  As  pointed  out  in  an  article 
appearing  in  the  October  1985  edition  of  Pri- 
vate Practice  entitled  “The  Impact  of  Tech- 
nology,” the  physician  is  caught  in  the  middle. 
It  is  also  clear  it  is  the  patient  who  may  suffer. 
The  article  states  “for  the  first  time  in  this 
nation’s  medical  history,  physicians  are  being 
forced  to  base  their  decisions  on  what  is  finan- 
cially best  for  the  hospital  instead  of  what  is 
best  for  the  patient. This  same  article  quotes 
a physician,  founder  and  board  chairman  of  a 
45,000  member  organization  based  in  New 
Orleans  as  saying,  “The  impact  of  DRGs  is 
already  affecting  how  and  where  new  tech- 
nology is  being  applied.  Hospitals  are  no 
longer  the  center  of  innovation.  They  have 
given  up  quality  for  the  dollar  under  DRGs. 
The  only  way  the  physician  is  going  to  be  able 
to  save  his  patient  is  to  care  for  him  in  his  own 
clinic.  Hospitals  are  becoming  a dangerous 
place  to  care  for  patients.  Patients  are  going  to 
end  up  with  low-quality  care  and  cheap  tech- 
nology as  hospitals  cut  back  to  make  money 
under  the  DRG  system.”^  This  is  strong  lan- 
guage and  the  implications  are  clear.  Whose 
responsibility  is  it  to  inform  the  patient  of  such 
changes?  Does  the  patient  and  the  public  have 
a right,  a need,  to  know  such  things?  If  a 
patient  suffers  from  hospital  economic  and 
administrative  decisions,  who  would  be  liable  - 
the  hospital,  the  physician,  or  both?  Will  tech- 
nology be  to  us  what  fire  was  to  Prometheus? 

My  final  concern  is  for  the  very  rapid 
“commercialization”  or  “industrialization  of 
medicine.”  In  1904  Sir  William  Osier  wrote: 
“the  practice  of  medicine  is  an  art,  not  a trade; 
a calling,  not  a business;  a calling  in  which 
your  heart  will  be  exercised  equally  with  your 
head.”^  Clearly  these  are  times  that'exercise 
both  the  heart  and  the  head.  The  head  (and 
wallet)  calls  for  increasing  fiscal  responsibil- 
ity in  medicine  while  the  heart  is  concerned 
about  what  the  consequences  of  strict  adher- 
ence to  the  principles  of  fiscal  responsibility 
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may  be  on  medicine.  An  article  that  appeared 
in  the  March  7,  1985  New  England  Journal 
of  Medicine  entitled  “Bottom  Line  Health 
Care?”  clearly  and  pointedly  makes  a case  for 
taking  extreme  care  in  the  mixing  of  business 
and  medicine.  The  article  begins  with  a warn- 
ing: “Although  we  welcome  developments  that 
have  elevated  the  standards  of  management 
practice  in  health  care,  we  question  the  extent 
to  which  health  care  institutions  should  be 
managed  strictly  as  business  organizations. 
Other  forces,  particularly  the  rapid  pene- 
tration of  the  money  economy  into  health  care, 
its  so-called  monetarization,  and  a growing 
substitution  of  institutionally  defined  goals 
for  broader  public  service  goals,  raise  equally 
troublesome  questions.  A bottom  line  mental- 
ity threatens  to  erode  public  trust  in  health 
care  and  cause  further  undesirable  repercus- 
sions.”® 

“Business”  has  always  been  a part  of  the 
practice  of  medicine  but  has  never  been  a con- 
trolling or  dominating  factor.  The  principles 
of  business  and  medicine  have  been,  are,  and 
should  always  be  separate.  In  the  past,  Ameri- 
cans have  been  able  to  have  both  a good 
health  care  system  and,  until  recently,  the  best 
free  enterprise  system  in  the  world.  In  remain- 
ing separate  and  independent,  both  have  ele- 
vated our  society  to  model  heights  of  health 
and  wealth.  The  worst  scenario,  which  may 
occur  when  business  principles  are  applied  too 
rigidly  to  medicine,  involves  those  who  would 
be  left  out. 

As  pointed  out  by  Levey  and  Hessee,  “When 
financial  goals  are  pre-eminent,  provisions  of 
charitable  services  seem  contrary  to  an  insti- 
tution’s best  interest.  Financial  advantage 
accrues  from  marketing  services  to  consumers 
who  represent  “good  risks.”  To  the  extent  that 
cost  and  quality  are  yoked,  a lower  quality  of 
care  for  the  poor  will  be  encouraged.  The 
health  care  market  in  at  least  this  respect,  will 
differ  little  from  other  markets  in  supporting  a 
multi-class  structure  of  cost  and  quality.  At 
issue  here  is  whether  a basic  level  of  health 
care  is  a right  or  a privilege  - a question  at  once 
fundamental  and  irresolvable.”® 

It  is  clear  that  medicine  and  perhaps  even 
the  focus  of  medicine  has  changed  from  that 


practiced  and  perpetuated  by  our  mentors. 
There  is  no  discipline  of  medicine  where  this  is 
more  evident  than  obstetrics  and  gynecology. 
As  is  almost  always  the  case  when  there  is 
such  considerable  effort  and  energy  placed 
into  converting  an  art  into  a science,  some- 
thing gets  lost  in  the  translation.  Our  mentors, 
who  did  not  have  available  to  them  the  tech- 
nology of  today,  had  to  rely  more  on  the  art  of 
the  practice  of  medicine.  Some  of  these  same 
physicians  may  have  a problem  relating  to 
today’s  technology.  The  medical  students,  res- 
idents and  physicians  trained  during  the  past 
ten  years  may  have  a tendency  to  rely  too 
heavily  on  technology.  They  may  get  into 
trouble  relating  to  the  patient  or  the  patient’s 
family  because  the  principles  of  the  art  of  med- 
icine have  been  either  underestimated  or 
ignored.  The  obstetrician-gynecologists  of 
today  and  tomorrow  must  be  able  to  apply 
both,  not  one  to  the  exclusion  of  the  other.  In 
this,  the  link  between  past  and  present  is 
established,  persists,  and  is  strong. 

The  future  of  obstetrics  and  gynecology,  and 
medicine  as  a whole,  is  another  question.  I am 
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confident  that  both  will  survive  the  current 
crisis  just  as  they  did  in  the  early  1970s.'^  The 
real  question  is  what  form  will  each  take, 
i External  pressures  from  the  legal  and  busi- 
j ness  sectors  are  stronger  than  ever  and 
I threaten  to  change  the  basic  character  of  med- 
icine and/or  the  people  who  practice  medicine. 

I While  it  is  true  that  change  is  the  most  consist- 
j ent  force  in  the  universe,  it  is  also  clear  that 
j not  all  change  is  good.  To  change  diagnostic 
il  or  therapeutic  modalities  because  of  the  devel- 
j opment  of  safer,  more  accurate  and  more  effi- 
I cient  methods  of  testing  and  treatment  is  one 
I thing.  To  alter  or  abandon  accepted  and 
, proven  procedures  and  protocols  simply  out  of 
I fear  of  litigation  is  another.  To  adopt  the 
commercial  spirit  and  ethical  tone  of  Ameri- 
ca’s big  business  community  to  save  money  at 
the  expense  of  the  health  of  the  patient  will 
degrade  the  quality  of  care  and  compromise 
the  integrity  of  our  profession.  Surely  these 
changes  too  must  be  resisted. 

[ Richard  W.  Henderson,  M.D. 
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HAYDEN 

that  many  physicians  have  not  received  suffi- 
cient formal  training  in  these  areas,  and  thus 
accidents  occur  involving  patients?  If  so,  prog- 
ress has  created  problems  that  must  be  cor- 
rected by  the  medical  profession. 

The  media,  television,  radio,  newspapers 
and  magazines  have  all  contributed  to  a dis- 
torted picture  of  medicine.  They  show  how 
“medical  miracles”  can  be  performed  — such 
as  restoring  a severed  limb  to  its  normal  ana- 
tomical state,  allowing  a one  pound  baby  to 
survive,  or  replacing  a patient’s  heart.  These 
marvelous  feats  convey  to  the  patient  that 
these  accomplishments  can  be  achieved  rou- 
tinely. Therefore,  anything  less  than  a perfect 
performance  results  in  patient  disappointment 
and  disbelief  in  our  professional  ability. 

This  brings  us  to  the  lawyers,  whom  most 
physicians  believe  are  the  instigators  of  most 
law  suits.  Since  the  advent  of  no  fault  divorce 
laws,  no  fault  insurance  for  automobiles,  and 
the  increased  numbers  of  attorneys,  malprac- 
tice suits  and  medical  liability  have  come  to 
the  forefront  as  an  excellent  source  of  revenue. 

Many  of  the  large  awards  medical  malprac- 
tice suits  have  received  and  the  widespread 
publicity  that  they  have  drawn  seem  to  have 
inspired  both  lawyers  and  patients  into  feel- 
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ing  that  even  the  most  questionable  cases 
have  a real  basis.  With  this  in  mind  suits  are 
filed  by  attorneys  on  a contingency  basis,  not 
for  a stated  flat  fee.  Many  of  these  threatened 
suits  are  being  settled  for  modest  amounts  by 
the  insurance  companies  rather  than  using 
the  courts.  This  only  seems  to  fuel  the  desire  by 
lawyers  and  patients  for  bigger,  more  lucra- 
tive settlements. 

Documentation  of  the  patient’s  visits  to  the 
office,  hospital  progress  notes,  treatment, 
medication,  operative  reports,  and  discharge 
summaries  are  all  potential  areas  of  possible 
law  suits.  Instruction  and  explanation  to  the 
patient  of  the  plan  of  treatment  and  tests  to  be 
performed  must  be  explicit  in  this  day  and  age. 

The  other  agents  in  the  debacle  are  the  insu- 
rance companies  who  for  years  sought  our 
business  but  now  have  retrenched  or  discon- 
tinued their  professional  liability  insurance. 
Many  times  the  insurance  company  will  urge 
a doctor  to  settle  a case  even  though  he  may 
feel  he  is  blameless.  They  argue  it  would  be  too 
expensive  to  contest  the  suit,  and  that  a court 
case  might  damage  the  doctor’s  reputation. 

How  can  we  stem  the  tide  of  medical  litiga- 
tion? There  is  no  easy  answer  and  it  will  take 
time  by  all  parties  involved.  Medicine  is  not 
the  only  field  that  has  a problem  keeping 
liability  insurance  premiums  in  line. 

I am  sure  there  are  more  and  better  ideas, 
but  my  personal  solutions  are  as  follows: 

First,  we  should  start  with  our  own  profes- 
sion and  make  certain  every  residency  pro- 
gram is  A-one  and  producing  the  best  type  of 
resident  possible. 

For  the  attending  staffs  we  should  have 
genuine  peer  review  by  having  physicians 
from  outside  the  local  area  analyze  and  certify 
the  local  doctors’  work.  Members  of  all  depart- 
ments should  be  recertified  every  five  years  by 
their  national  boards. 

The  credentials  committee  should  delineate 
the  privileges  of  every  physician  in  the 
hospital. 


Secondly,  patient  education  is  necessary  to 
make  patients  understand  that  every  outcome 
is  not  going  to  be  perfect.  This  endeavor 
should  be  a combined  effort  of  all  societies, 
colleges,  and  academies  in  medicine. 

Thirdly,  a limit  or  cap  should  be  placed  on 
plaintiffs’  remunerations  and  lawyers’  con- 
tingency fees  should  be  reduced  or  eliminated. 
Some  lawyers  have  stated  that  the  settlement 
for  their  client  is  only  a small  fraction  of  a 
physician’s  income;  others  claim  that  physi- 
cians should  not  be  concerned,  since  it  is  the 
insurance  company  that  is  paying  for  the 
malpractice  occurrence,  not  the  physician. 
Such  statements  are  misleading  and  not 
known  to  most  juries  and  plaintiffs. 

Lawyers  and  doctors  should  have  a medico- 
legal board  to  review  potential  cases  to  deter- 
mine if  a suit  is  valid  and,  if  valid,  to  furnish 
an  expert  witness  for  the  plaintiff.  No  one  per- 
son, including  myself,  is  worth  more  than  one 
million  dollars  and  no  attorney  should  receive 
more  than  10-20  percent  of  the  fee. 

These  actions  would  help  restore  confidence 
in  the  medical  profession  and  also  reduce  set- 
tlements. Perhaps  these  suggestions  might 
also  reduce  the  malpractice  crisis,  but  their 
implementation  may  take  seven  to  ten  years. 

In  the  twilight  of  my  career,  I worry  about 
the  young  people  who  are  now  going  into  med- 
icine. At  this  time,  there  are  many  other  voca- 
tions not  fraught  with  the  problems  of  medical 
liability.  However,  if  they  are  sincerely  dedi- 
cated to  becoming  good  doctors  then,  I would 
heartily  endorse  their  choosing  medicine  as  a 
career. 

In  retrospect,  while  at  times  I feel  I should 
have  chosen  another  field  I can  only  hope  that 
most  of  my  patients  have  felt  that  I have  given 
them  my  best  to  improve  the  state  of  their 
health.  This  is  ultimately  the  greatest  reward 
any  physician  can  hope  to  achieve. 

Richard  C.  Hayden,  M.D. 
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Letters  To  The  Editor 


CONGRATULATIONS 

To  The  Editor: 

I have  just  looked  through  the  May  1986 
issue  of  the  Delaware  Medical  Journal.  Let  me 
congratulate  you  and  all  who  worked  on  it.  I 
think  it  is  unusually  fine,  timely,  relevant,  and 
with  a number  of  really  good  articles  by  our 
Delaware  physicians.  You  have  put  together  a 
winner. 

E.  Wayne  Martz,  M.D. 
Director  of  Education  and  Research 
The  Medical  Center  of  Delaware 

(Editor’s  Note:  Such  fan  letters  are  rare  and 
welcome.  Readers’  comments,  pats  or  pans, 
roses  or  brickbats,  are  always  welcomed.) 


ANOTHER  FAN  LETTER 

To  The  Editor: 

As  usual,  I read  the  Delaware  Medical  Jour- 
nal from  cover  to  cover  as  soon  as  it  arrives. 
There  is  a very  minor  typographical  error  in 
the  May  issue,  in  which  you  included  Dr. 
Heberden’s  Note  on  Dr.  Harvey.  I believe  that 
Dr.  Harvey’s  brother  lived  at  Roehampton,  not 
Rochampton.  The  village  of  Roehampton  lies 
on  the  south  side  of  the  Thames,  not  far  from 
Wimbledon  (if  you  are  a tennis  fan!).  This  area 
was  probably  rural  back  in  the  seventeenth 
century,  but  now,  of  course,  is  part  of  Greater 
London. 

Keep  up  the  good  work. 

Maynard  H.  Mires,  M.D. 
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COMPUTERIZED 
HEARING  AID 
DISPENSING 


• HEARING  EVALUATIONS 

• PURE  TONE  AUDIOMETRY 

• SPEECH  AUDIOMETRY 

• TYMPANOMETRY 

• ELECTRONYSTAGMOGRAPHY  (ENG) 

• AUDIOMETRIC  BRAINSTEM  RESPONSE 
TEST  (ABR) 

• INDUSTRIAL  CONSERVATION  HEARING 
PROGRAM 

• HEARING  AID  DISPENSING 

• SPEECH  AND  LANGUAGE  PATHOLOGY 

• SWIM  EAR  MOLDS 


NEW  CASTLE  . HEARING  • SPEECH  • VESTIBULAR  CENTER 

GOOD  HEARING  FOR  SETTER  LIVING  FOUNDED  IN  1978 

700  North  Clayton  Street  Suite  202  • 621  Delaware  Street 
Wilmington,  Delaware  19805  Newcastle,  Delaware  19720 
Tel,  (302)  658-3891  Tel.  (302)  322-5707 


FOR  SALE 

Complete  x-ray 
equipment  set-up. 
300  M.A. 
generator,  low 
volume  usage. 
Asking  $9,500.00 

For  information, 
please  call 
Robert  Lynn  at 

656-5883 


MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 
The  Health  Care  Group, 
400  GSB  Building, 
Bala  Cynwyd,  Pa.  19004 
(215)  667-8630. 
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Letters  to  the  Editor 


] 

I DOES  WILMINGTON  NEED  SUNSHINE 
j SERVICES? 

I To  The  Editor: 

I Recently,  there  has  been  a proposal  for  a 
health  care  center  to  be  established  in  the  Hill- 
j top  area  of  Wilmington,  which  would  be  spon- 
I sored  by  a foundation  grant  and  matching 
funds  from  local  government  and  businesses. 
This  center  would  offer  diagnosis  and  treat- 
ment of  illness,  health  education,  screening, 

I and  outreach  programs.  While  this  proposal 
sounds  wonderful,  namely  bringing  health  ' 
care  services  to  central  Wilmington,  we  think 
that  the  short  term  result  of  the  program  will 
be  to  fragment  health  care  services,  and  the 
ultimate  result  will  be  to  decrease  services  to 
the  citizens  of  Wilmington. 

A survey  of  the  area  surrounding  Hilltop 
shows  that  the  area  is  already  adequately 
covered  by  several  groups  of  primary  care 
physicians,  the  Family  Practice  Office  and  the 
! medical  clinics  of  The  Medical  Center  of  Del- 
aware, and  The  Family  Practice  Office  of  St. 
Francis  Hospital,  as  well  as  several  State  ser- 
vice centers.  Thus,  already  available  to  resi- 
dents of  the  area  is  a wide  variety  of  full  ser- 
vice offices  to  meet  all  of  their  diverse  medical 
needs,  and  with  various  fee  schedules  to  fit 
their  economic  constraints. 

Our  office’s  experience  in  the  city  is  that  the 
proliferation  of  less-than  full-service  facilities 
only  worsens  the  health  care  of  citizens  al- 
ready at  risk.  For  years  we  have  tried  to 
encourage  patients  to  seek  all  their  medical 
services  under  one  roof,  in  order  to  discourage 
I the  fragmentation  of  care,  duplication  of  ser- 
vices, and  other  problems  which  arise  when 
! too  many  cooks  have  their  fingers  in  the  pie  (ie, 
when  the  same  patients  visit  multiple  offices, 
emergency  departments,  clinics,  etc.)  Obvious- 
ly, those  who  developed  the  HMO  concept  are 
already  aware  of  the  costliness  of  fragmenta- 
tion of  care,  as  they  have  instituted  gate- 
keepers to  discourage  the  poor  care  which 
results  from  fragmentation.  In  the  past,  for 
example,  we  have  seen  patients  get  repeated 
Pap  smears  within  months  of  their  yearly 
check-ups  at  their  own  physicians’  offices, 
because  of  free  health  care  prevention  offered 
via  door  to  door  campaigns. 
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Additionally,  what  we  see  with  such  opera- 
tions is  “sunshine  services”  which  provide 
well  baby  care  and  office  medicine  during  the 
day,  leaving  the  existing  full-time  practices 
faced  with  providing  night  and  weekend 
emergency  coverage.  People  who  once  went  to 
their  family  doctor  in  the  past  are  now  seen  at 
the  new  health  centers  during  the  day.  Then, 
when  they  become  sick  on  Saturday  night 
they  have  nowhere  to  go  but  back  to  their  old 
physician,  who  may  not  have  seen  them  for 
years. 

One  of  the  cries  of  Wilmington  social 
planners  is  the  lack  of  inner  city  services,  with 
businesses  moving  out  of  the  city  to  the  more 
lucrative  suburbs.  Medical  practices  now 
operating  in  the  city  already  face  some  hard- 
ship, servicing  a disproportionate  number  of 
indigent  and  federally  funded  patients  who 
receive  their  care  at  substantially  discounted 
fees.  The  arrival  of  a subsidized  “glamour” 
service  would  serve  further  to  erode  patient 
bases,  and  possibly  drive  some  of  the  estab- 
lished practices  from  town.  Then,  when  it  is  no 
longer  fashionable,  or  when  budget  constraints 
come  along,  and  foundations,  government, 
and  businesses  are  no  longer  interested  in 
subsidizing  such  an  operation  and  it  folds,  the 
city  is  left  even  more  bereft  of  services. 

If  there  is  a need  to  bring  city  residents  into 
medical  offices  to  receive  health  care,  it  seems 
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to  us  that  there  are  enough  facilities  already 
available  with  plenty  of  capacity  yet  to  be  uti- 
lized. If  awareness  is  a problem,  then  the  goal 
of  the  foundations  should  be  to  reach  out  and 
direct  these  people  to  appropriate  existing 
facilities  in  the  community. 

If  there  is  a need  to  promote  health  educa- 
tion so  that  the  citizens  of  Wilmington  get 
good  consistent  care,  we  support  that.  If 
patients  can  be  convinced  to  see  their  primary 
care  doctor  regularly  to  receive  good  care  on  an 
ongoing  basis  so  that  we  help  to  reduce  the 
morbidity  and  mortality  of  the  inner  city,  that 
is  good,  and  we  support  that  too. 

What  we  do  not  need  is  ways  for  the  health 
care  of  the  citizens  of  Wilmington  to  be  frag- 
mented any  further,  damaging  those  already 
coping  with  the  difficult  task  of  providing 
good  health. 

Edward  R.  Sobel,  D.O. 


DELAWARE^ 

TECH^ 

Delaware  Technical  A Connmunity  Colle9e 
Georgetown  ■ Dover  ■ Star>ton  ■ Wilmirvgton 

RESPIRATORY  THERAPY 
a positive  career  choice 

• Job  opportunities  are  excellent. 

• Clinical  experience  is  primarily  conducted  at 
The  Medical  Center  of  Delaware. 

• Curriculum  includes  general  studies,  sciences  and 
technical  courses. 

• Respiratory  therapy  is  a 2 year  fully  accredited 
program. 

• Graduates  earn  an  Associate  of  Applied  Science 
Degree 

Fall  program  openings  are  still 
available  for  qualified  applicants 
call  302-571-5385 

Stanton/Wilmington  Campuses 


Tte  197th  Annual  Meeting 

Medical  Society  of  Dela&\are 
November  14—15, 1986 
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Lewis  Barr  Flinn,  M.D. 
1897-1986 


Physician,!  leader, ^ educator  and  scholar,^ 
historian,"!  traveler,^  family  man,®  country 
squire^  and  friend.® 

1.  Dr.  Lewis  Flinn  was  interested  in  all  of 
clinical  medicine,  but  particularly  in  diabetes. 
At  a testimonial  dinner  in  his  honor,  spon- 
sored by  the  Delaware  affiliate  of  the  Ameri- 
can Diabetes  Association  a few  years  ago, 
a middle-aged  woman,  an  insulin-dependent 
diabetic,  stood  up  to  volunteer  her  story.  Claim- 
ing perfect  health,  she  stated  she  had  been 
the  first  patient  in  Delaware  to  receive  insulin 
and  had  remained  Dr.  Flinn’s  patient  for  the 
past  50  years.  Caring  for  his  patients  was  the 
[ most  important  part  of  Dr.  Flinn’s  many 
I achievements. 

I 2.  At  one  time  or  another  Dr.  Flinn  was  pres- 
ident of  the  New  Castle  County  Medical  Soci- 
ety, the  Medical  Society  of  Delaware,  and  the 
j Academy  of  Medicine.  He  was  one  of  the  origi- 
nal founders  of  the  Academy,  and  served  as  its 
first  president.  (Flinn  LB.  The  Delaware  Aca- 
demy of  Medicine:  past,  present  and  future. 
Del  Med  J.  1953;  25:  121-124,  126.  Kraemer 
WH.  Brick  by  brick:  1930-1959.  Del  Med  J. 
1959;  31:  300-305.)  More  recently,  he  was  a 
I member  of  the  original  committees  and  task 
I forces  which  agreed  to  and  arranged  the  cor- 
porate merger  of  Wilmington’s  three  volun- 
tary hospitals — the  Delaware  Hospital,  the 
Memorial  Hospital,  and  the  Wilmington  Gen- 
eral Hospital  into  the  new  entity,  the  Wilming- 
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ton  Medical  Center,  now  The  Medical  Center 
of  Delaware,  which  he  served  as  a trustee.  In 
1974,  the  American  College  of  Physicians  of 
which  he  had  been  the  Delaware  chapter’s 
president,  cited  him  as  a “superb  physician, 
an  outstanding  servant  and  leader  of  his  state, 
and  a splendid  scholar.” 

3.  Dr.  Flinn,  a Phi  Beta  Kappa  graduate  of 
Princeton  University,  was  awarded  member- 
ship in  Alpha  Omega  Alpha  while  at  the 
Johns  Hopkins  University  Medical  School. 
Before  the  time  of  formal  residencies,  after  an 
internship  year  at  Hopkins,  he  further  pre- 
pared himself  for  practice  by  spending  a year 
at  Children’s  Hospital  in  Philadelphia  and 
then  took  additional  training  in  gastroenter- 
ology at  Johns  Hopkins  University,  and  in 
chest  diseases  in  Colorado  Springs,  as  well  as 
studying  in  Hamburg  and  Munich.  Dr.  Flinn 
was  the  leading  force  in  the  beginning  of 
residencies  in  internal  medicine  in  Wilming- 
ton after  World  War  II.  Many  of  Delaware’s 
medical  leaders  trained  in  these  residency 
programs  during  the  time  Dr.  Flinn  was  chief 
of  Medicine  at  both  the  Memorial  and  the  Del- 
aware hospitals.  In  October,  1967,  under  the 
guest  editorship  of  William  J.  Holloway,  then 
a professional  associate  of  Dr.  Flinn’s,  his 
former  residents  contributed  the  entire  con- 
tents of  that  month’s  Delaware  Medical  Jour- 
nal. One  of  Dr.  Flinn’s  last  pieces  of  clinical 
research,  published  in  1978  when  he  was  81, 
was  corroborative  of  an  important  observa- 
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tion:  in  maturity  onset  diabetics  receiving 
large  doses  of  insulin,  their  blood  sugar  may 
not  increase  when  insulin  is  withdrawn  or 
drastically  reduced,  but  they  may  lose  weight. 
(Flinn  LB.  The  results  of  diet  therapy  versus 
insulin  in  the  management  of  obese  diabetics. 
Del  Med  J.  1978;  50:  375-380.)  In  1955,  Dr. 
Flinn’s  interest  in  scientific  medicine  was  rec- 
ognized by  the  University  of  Delaware,  which 
presented  him  with  an  honorary  degree  at  its 
106th  commencement.  The  Academy  of  Medi- 
cine’s library  was  dedicated  to  Dr.  Flinn  in 
September  of  1984  at  the  time  of  its  50th 
anniversary.  (Harriman  J.  Of  the  old  school, 
top  of  his  class.  News-Journal.  9/23/84.  11: 
A-1,6.) 

4.  Dr.  Flinn  served  as  the  first  chairman  of 
the  Medical  Society  of  Delaware’s  Cultural 
and  Historical  Committee  and  was  responsi- 
ble for  its  oral  history  project.  Dr.  Flinn  per- 
sonally interviewed  a dozen  or  more  of  Dela- 
ware’s retired  physicians  before,  reluctantly, 
allowing  himself  to  be  interviewed.  (Flinn  LB. 
Special  report:  our  colleagues  remember.  Del 
Med  J.  1985;  57:  261-269.) 

5.  While  he  was  a medical  student.  Dr.  Flinn 
worked  at  the  isolated  Grenfell  Mission  in 
Labrador.  Many  of  his  vacations  were  spent  in 
international  travel.  His  first  myocardial 
infarction  occurred  while  he  was  salmon  fish- 
ing in  Maine.  His  last  illness  began  with 
another  myocardial  infarction,  suffered  while 
he  was  on  a photographic  safari  in  Kenya. 

6.  The  son  of  a physician,  the  brother  of 
another,  (the  late  Irvine  Flinn,  an  orthope- 


dist), Dr.  Flinn  and  his  wife,  Elizabeth,  for- 
merly a medical  secretary  at  Hopkins,  had 
four  sons.  One  of  them.  Dr.  Robert  B.  Flinn,  is 
presently  chief  of  medicine  at  The  Medical 
Center  of  Delaware;  his  younger  son,  Dr. 
Lewis  B.  Flinn’s  grandson,  will  enter  medical 
school  this  fall. 

7.  For  many  years.  Dr.  Flinn — the  Squire  of 
Sills  Mills — lived  in  Kennett  Square,  in  a 
farmhouse  dating  from  the  colonial  period. 
The  country  location  of  Sills  Mills  allowed  him 
to  ride  his  horse  through  the  surrounding 
Pennsylvania  farmland  before  it  became  too 
constricted  by  fences  for  cross  country  riding. 
The  house  at  Sills  Mills  was  graced  by  many 
mementos  of  his  many  travels,  and  one  or 
more  dogs,  usually  large.  Sills  Mills  still  evokes 
memories  in  his  former  residents  of  impromptu 
dinners  and  evenings,  and  of  Mrs.  Flinn’s 
flowers. 

8.  Dr.  A.J.  Morris,  vice  president  for  medical 
affairs  wrote  movingly  of  Dr.  Flinn  in  the  Cen- 
ter’s M/D  News,  Volume  11,  No.  5,  May  1986: 
“He  went  among  us  as  a gentle  man,  a kind 
man,  and  a man  who  wore  wisdom  with  grace. 
We  are  all  richer  for  having  had  his  guidance, 
counsel,  and  wit  for  those  many  fruitful  years.” 
Dr.  Lewis  Flinn  was  an  abiding  influence  and 
role  model  for  physicians  who  began  their 
years  in  clinical  medicine  under  his  tutelege. 
Many  of  us  passed  from  awe  to  admiration,  for 
more  than  merely  the  “Chief,”  Lewis  B.  Flinn 
became  a valued  friend,  to  be  missed  by  many, 
now  themselves  the  old  guard. 

Bernadine  Z.  Paulshock,  M.D. 


■■■  ' ■ "■  , 

MANSURE  & PRETTYMAN  INC. 

II  ....  . . „-i,  ■ m 

- - ■ ■ - . ....  . 

For  over  half  a century  the  name  Mansure  & Prettyman  has 
been  the  hallmark  of  enduring  excellence  in  fashions  for  men. 

It  is  your  assurance  of  quality,  value  and  service 
equal  to  the  demands  of  today ’s  most  discriminating  man. 


ESTABLISHED  1922 

Stone  Hill  Road  & Augustine  Cut-Off 
VISA  • MasterCard  • Am  Ex  • WSFS 
Monday- Saturday  9:30-5:30 
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In  Brief 

^PAIRED  PHYSICIAN  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
PROGRAMBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654-1001. 
The  anonymity  of  the  caller  is  assured. 


COLLEAGUES  IN  Bikash  Bose,  M.D.  has  recently  co-authored  a paper  on  “Preservation  of 
THE  NEWS  neuronal  function  following  prolonged  focal  cerebral  ischemia  hy  ventriculo- 
subarachnoid  perfusion  with  oxygenated  fluorocarbon  emulsion,”  which  has 
been  published  in  Neurosurgery,  March,  1986  issue.  He  has  also  contributed 
to  the  section  on  Neurosurgery  in  the  book  Surgery,  edited  by  Bruce  Jarrell 
and  A.  Carabasi,  published  in  1986  by  Harwal  Publishing  Company.  This 
past  April,  Dr.  Bose  was  co-author  of  a paper,  “Effect  of  CO2  on  capillary 
recruitment  following  focal  ischemia,”  which  was  presented  at  the  Annual 
Meeting  of  the  American  Association  of  Neurological  Surgeons,  held  in 
Denver. 

Davis  G.  Durham,  M.D.  was  co-author  of  a paper,  “The  Jackson-Cross 
Cylinder  Disproved,”  which  was  presented  at  the  recent  American  Ophthal- 
mological  Society  meeting  on  May  21, 1986.  This  paper  will  also  be  published 
in  the  American  Ophthalmological  Society’s  Transactions  for  1986. 


OFFICE  FOR  SALE 
OR  LEASE 

500  Christiana  Medical  Center 

1200  Sq.  Ft.  medical  office  condo  in  Chris- 
tiana Medical  Center,  ocross  Rt.  7 from 
Christiana  Mall. 

MOVE-IN  CONDITION 

Prime  location,  just  off  1-95,  less  than  5 
minutes  from  Christiana  Hospital. 

IMMEDIATE  OCCUPANCY  AVAILABLE 

Please  Call 

738-5306 

To  Inquire 

(if  no  answer,  call  475-0928) 


PENNSYLVANIA 
SPERM  BANK 

A CRYOGENIC  SEMEN  STORAGE 
FACILITY  FOR  YOUR  PATIENTS: 

(1)  pre-vasectomy; 

(2)  pre-chemotherapy; 

(3)  pre-radiation  therapy; 

(4)  prior  to  surgery  which  may  affect 
fertility; 

(5)  Hazardous  occupational  exposures. 


U’r  'hinkiih  i .ihoiii  hxl.iy 

Inquiries: 

(215)  886-7706 

or  write: 

PSB,  Benson  East,  Suite  415 
Jenkintown,  Pa.  19046 
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26  NEW 
GOVERNORS  OF 
COLLEGE 
APPOINTED 


AMA 

COMPETITION 

CONFERENCE 


LIABILITY 

INSURANCE 

CRISIS 

CONFERENCE 


MULTISPECIALTY 

OCULOPLASTIC 

SURGERY 

SYMPOSIUM 


MYOCARDIAL 
DYSFUNCTION 
IN  ISCHEMIC 
HEART  DISEASE 


“PARTNERS  IN 
PROTECTION” 
PROGRAM 


VIDEOFLUOROS- 

COPY 

PRESENTATION 


Twenty-six  Fellows  of  the  American  College  of  Cardiology  have  been 
appointed  by  the  organization’s  Board  of  Trustees  to  serve  on  the  Board  of 
Governors  for  three  year  terms,  beginning  at  the  recent  35th  Annual  Scien- 
tific Session  in  Atlanta.  Delaware’s  Governor  is  Edward  M.  Goldenberg, 
M.D.,  F.A.C.C.  of  Wilmington. 

CLINICAL  MEETINGS  AND  NOTICES 

As  competition  in  medicine  increases,  who  will  lead,  and  who  will  lag  behind? 
To  learn  effective  responses  to  these  and  other  concerns,  come  to  the  AMA 
Conference  on  Increased  Competition  in  Medicine,  September  5-6, 1986,  at  the 
Westin  O’Hare  Hotel  in  Rosemont,  Illinois.  The  AMA  Conference  is  tailored 
to  the  needs  of  practicing  physicians,  and  will  be  instructive  in  effective, 
practical  responses  to  competitive  forces.  Small  workshops  during  the  confer- 
ence will  allow  time  for  in-depth  examination  of  individual  problems.  For 
more  information,  please  call  the  AMA  at  800-621-8335. 

The  Delmarva  Advisory  Council  will  hold  a Liability  Insurance  Crisis  Con- 
ference at  the  Holiday  Inn  in  Salisbury,  Maryland  on  July  30, 1986,  from  9:00 
a.m.  to  3:00  p.m.  For  more  information,  please  contact  Art  Fisher  at  the 
Delmarva  Advisory  Council,  PO  Box  711,  Salisbury,  MD  21801. 

A multispecialty  symposium  designed  for  otolaryngologists,  plastic  sur- 
geons, ophthalmologists  and  oral  surgeons,  will  be  held  September  12-13, 
1986  at  the  Lexington  Marriott  Resort  Hotel  in  Lexington,  Kentucky.  Twelve 
CME  credit  hours  will  be  provided  by  the  sponsor.  Good  Samaritan  Hospital, 
Department  of  Medical  Education.  For  more  information,  please  call  800-231- 
5100  or  800-228-9290.  Closing  date  for  this  symposium  is  August  10, 1986. 

The  Office  of  Continuing  Education  of  the  University  of  California,  San 
Diego  is  planning  a conference  of  Myocardial  Dysfunction  in  Ischemic  Heart 
Disease:  Medical  and  Surgical  Considerations.  It  will  be  held  September 
25-27, 1986  at  the  Hotel  Inter-Continental  San  Diego.  Seventeen  credit  hours 
will  be  offered  to  those  who  attend.  For  more  information,  contact  the  Office  of 
Continuing  Medical  Education,  M-017,  UC  San  Diego  School  of  Medicine,  La 
Jolla,  CA  92093,  619-534-3940,  or  619-524-3940. 

A one-day  conference,  “Partners  in  Protection:  Coordinating  Services  in 
Child  Medical  Neglect,”  will  be  held  at  University  of  Delaware’s  John  M. 
Clayton  Hall  on  September  25,  1986.  The  conference  is  cosponsored  by  the 
Department  of  Services  for  Children,  Youth  and  Their  Families,  and  the 
University  of  Delaware  in  conjunction  with  Jefferson  Medical  College,  the 
Department  of  Health  and  Social  Services,  and  the  Delaware  Chapter  of  the 
American  Academy  of  Pediatrics.  The  program  has  been  approved  for  five 
credit  hours  in  Category  I,  and  for  0.5  CEUs.  For  more  information,  contact 
Sylvia  Brocks  at  573-4400. 

Michael  Feinberg,  M.D.  will  be  giving  a slide  presentation  on  Videofluors- 
copy  at  the  Alfred  I.  duPont  Institute,  Room  2C13  from  7:00  - 8:00  p.m.  on 
September  25,  1986.  Dr.  Feinberg  is  a radiologist  at  the  Albert  Einstein 
Hospital  in  Philadelphia.  This  presentation  is  being  sponsored  by  the  Dela- 
ware Speech  and  Hearing  Association.  Admission  is  free.  All  interested  otolar- 
yngologists and  radiologists  are  invited  to  attend.  For  more  information,  call 
Julie  Pehrson  at  Wilmington  Audiology  Services,  654-1011. 
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President's  Page 


CONS:  THE  GOOD  AND  THE  BAD 


The  Certificate  of  Need  (CON)  was  designed 
to  promote  access  to  quality  health  care  by 
providing  those  facihties,  equipment,  and  med- 
ical procedures  necessary  and  denying  those 
that  are  not.  This  should  be  the  primary  rea- 
son, and  cost  containment,  although  a factor, 
should  be  a secondary  consideration.  Too 
often  it  has  not.  Historically,  it  was  developed 
as  the  mechanism  to  assist  Medicare  and 
Medicaid  in  determining  whether  or  not  to 
reimburse  hospitals  for  the  depreciation  in 
expense  involved  in  adding  new  medical  ser- 
vices. The  states  were  to  set  up  health  plan- 
ning bodies  to  oversee  capital  expenditures, 
new  institutional  services  and  acquisitions  of 
major  equipment.  Bench  marks  of  dollar 
amounts  and  demographic  considerations 
were  prescribed  (eg,  no  second  CT  scan  equip- 
ment in  a community  until  the  first  unit  was 
doing  4,000  examinations  per  year).  Direction 
was  given  under  broad  outlines  to  each  state  to 
create  Certificate  of  Need  programs  to  manage 
health  care  resources. 

Some  states  elected  to  extend  the  CON  to 
private  practitioners.  In  Delaware,  physician 
providers  were  not  included,  but  the  hospitals 
had  to  prepare  CONs  for  services  which  are 
now  considered  common  medical  practice  (eg, 
CT  scans).  Some  contend  that  negative  results 
have  occurred  because  of  delays  built  into  the 
CON  process. 

CON  applications  are  costly  to  develop. 
Nationwide,  it  has  been  estimated  that  the  cost 
varies  from  $5,000  to  $50,000,  and  in  Delaware, 
CONs  has  been  known  to  cost  $20,000.  The 
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CON  process  is  also  a political  one.  For  physi- 
cians, the  cost,  time  necessary,  and  the  need 
for  expertise  is  a major  wall  of  resistance  for 
successful  conclusion  of  a CON. 

There  are  significant  defects  in  the  CON 
process.  Through  appeals,  for  example,  a pro- 
vider can  extend  a “franchise”  for  a new  ser- 
vice for  up  to  two  years  without  implementing 
the  service,  thus  effectively  eliminating  com- 
petition. Once  approved,  financial  overruns 
can  occur,  thus  increasing  patient  charges,  but 
no  monitoring  of  such  overruns  occurs. 

It  seems  that  CON  has  been  effective  in  its 
primary  role,  but  has  caused  delay  in  patient 
care  and  access.  There  are  no  statistics  or 
reports  measuring  its  merit  or  effectiveness.  It 
has  increased  the  cost  o f doing  business.  It  has 
given  in-place  providers  a positive  and  counter- 
productive position.  The  system  has  become 
burdened  with  the  abundance  of  claims,  DRGs 
have  lessened  the  potential  for  abuse  as  hospi- 
tals have  lost  their  appetites  for  unwise  finan- 
cial expenditures.  Extending  the  CON  to  phy- 
sicians, thus  “leveling  the  playing  field,”  or 
giving  hospitals  the  incentive  to  practice  med- 
icine outside  walls,  their  will  bring  more  expen- 
sive and  unfair  financial  competition  to  the 
physician. 

It  is  the  physician  who  is  the  patient’s  ulti- 
mate advocate. 
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CARCINOMA  OF  THE  ESOPHAGUS 
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Karl  Grunewald,  M.D. 


Introduction 

The  treatment  of  patients  with  carcinoma  of 
the  esophagus  and  gastric  cardia  is  controver- 
sial, largely  because  of  the  poor  long-term 
prognosis.  Several  forms  of  treatment  are  cur- 
rently in  vogue,  including  surgical  resection, 
radiation  and  chemotherapy,  alone  or  in 
combination,  and  endoluminal  stenting  as 
needed  for  palliation.  As  a consequence  of  the 
advanced  stage  of  most  lesions  when  dis- 
covered and  treated,  the  long  term  survival  is 
uniformly  poor,  and  will  not  improve  until  the 
diagnosis  can  be  made  at  an  earlier  stage  in 
the  disease  process. 

Surgical  excision  offers  the  only  hope  for 
cure  and  compares  favorably  with  other  forms 
of  palliation  for  the  symptom  of  dysphagia, 
the  hallmark  of  esophageal  carcinoma.  Our 

The  Medical  Center  of  Delaware  awarded  Dr.  Grunewald  third  place  in  its 
1986  contest  for  scientific  papers  written  by  residents. 

Dr.  Davies  is  chief  of  the  section  of  cardiovascular  and  thoracic  surgery  of 
The  Medical  Center  of  Delaware,  chief  of  thoracic  surgery  St.  Francis  Hospi- 
tal, Wilmington,  consultant  thoracic  surgeon  the  A. I.  duPont  Institute, 
Wilmington,  and  clinical  professor  of  surgery  the  Jefferson  Medical  College 
of  Philadelphia. 

Dr.  Grunewald  is  a resident  in  thoracic  and  cardiovascular  surgery  of  The 
Medical  Center  of  Delaware  and  Jefferson  Medical  College  of  Philadelphia. 
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report  analyzes  the  personal  experience  of  the 
first  author  over  the  past  15  years. 

The  data  analyzed  includes  all  patients  seen 
for  esophageal  carcinoma  from  January,  1970, 
to  July,  1985.  All  surgical  procedures  were 
done  at  The  Medical  Center  of  Delaware  on  the 
thoracic  surgical  service.  The  Center  has  1000 
beds  and  serves  a population  base  of  500,000. 
All  diagnostic  modalities  are  available,  in- 
cluding intensive  care  units  and  skilled  ancil- 
lary personnel.  General  and  senior  thoracic 
surgical  residents  are  members  of  the  treat- 
ment team  and  assist  in  the  preoperative  evalu- 
ation, the  surgical  procedures,  and  the  postop- 
erative care. 

Material  and  Methods 

The  records  of  66  patients  seen  during  the  15 
year  period  between  1970  and  1985  were  ex- 
tracted and  reviewed.  Follow-up  data  was 
obtained  from  office  files  and  the  Delaware 
Tumor  Registry.  All  patient  follow-up  is  com- 
plete to  December,  1985. 

Of  the  66  patients,  51  underwent  surgical 
resection.  The  remaining  15  patients  were 
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treated  by  various  other  forms  of  palliation. 

The  patients  included  44  men  with  a mean  age 
of  59.6  years,  and  22  women  with  a mean  age  of 
65.7  years. 

Pathology 

The  distribution  of  the  tumors  is  shown  in 
Figure  1.  One  half  were  located  in  the  lower 
one-third  of  the  esophagus  or  in  the  gastric 
cardia. 

Thirty-six  patients  had  squamous  cell  carci- 
noma, 22  had  adenocarcinoma,  and  three  had 
various  other  tumors.  In  four  patients,  no 
pathologic  specimen  was  obtained  and  the 
diagnosis  was  made  by  barium  swallow.  These 
four  patients  were  not  resected,  and  were 
treated  by  intraluminal  tubes  or  gastrostomy 
alone.  All  resected  patients  had  a verified 
pathologic  diagnosis  of  carcinoma. 


Surgical  Techniques 

A left  transthoracic  approach,  utilizing  a 
radial  incision  in  the  left  side  of  the  dia- 
phragm to  allow  full  mobilization  of  the  stom- 
ach, was  used  for  the  lower  esophageal  and 
gastric  cardia  lesions.  Pyloroplasty  was  rarely 
done  with  this  surgical  approach,  and  only  one 
patient  needed  reoperation  for  gastric 
outlet  obstruction  in  the  postoperative  period. 
The  esophagogastrostomy  was  constructed 
with  a single  layer  of  3-0  silk  and  the  anasto- 
mosis was  “inkwelled”  into  the  gastric  pouch 
by  suturing  the  stomach  to  the  esophagus 
above  the  anastomosis.  For  esophageal  lesions 
in  the  mid-third  and  endothoracic  upper-third, 
the  standard  technique  as  described  by  Lewis 
was  employed.  This  technique  utilizes  a formal 
laparotomy  for  full  mobilization  of  the 
stomach  from  pylorus  to  the  esophagogastric 
junction,  maintaining  viability  of  the  stomach 
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by  preservation  of  the  right  gastric  artery.  The 
abdominal  incision  was  then  closed,  and  a 
high  right  thoractomy  constructed  through 
which  the  esophagus  would  be  mobilized  and 
resected,  and  the  stomach  elevated  and  anas- 
tomosed to  a tumor-free  cuff  of  esophagus,  as 
verified  by  frozen  section.  Pyloroplasty  or 
pyloromotomy  was  done  in  all  patients,  and 
the  anastamosis  was  inkwelled  if  enough 
stomach  was  available. 

Colon  interposition  was  required  in  patients 
in  whom  there  was  inadequate  length  of  stom- 
ach for  a primary  esophagogastrostomy.  A 
colon  segment  was  also  used  in  several  patients 
who  developed  a severe  debilitating  esophagi- 
tis after  primary  esophagogastrostomy.  In  two 
additional  cases,  colon  segments  were  used  to 
bypass  extensive  lesions  which  were  not  safely 
resectable.  Table  1 gives  the  distribution  of 
surgical  approaches  used. 

During  the  operation,  biopsies  of  the  mar- 
gins to  be  anastomosed  were  sent  for  frozen 
section  in  an  attempt  to  assure  a tumor-free 
anastamosis.  The  tumor  and  adjacent  struc- 
tures were  examined  for  disease  spread  and,  if 
feasible,  both  the  tumor  and  local  extension 
were  resected.  If  this  was  accomplished  and 
the  anastomosis  was  free  of  residual  tumor, 
the  procedure  was  designated  as  a resection  for 
possible  cure.  Otherwise,  it  was  designated  a 
pallative  procedure. 

Results 

Of  the  66  patients,  51  (77.3%)  were  amenable 
to  resection  or  bypass.  An  attempt  was  made 
to  resect  in  all  patients  as  part  of  the  aggres- 
sive philosophy  of  surgical  management  for 
relief  of  dysphagia.  Thus,  of  the  51  patients, 
ten  (19.6%)  had  a resection  and  anastomosis 
for  palliation,  even  though  tumor  was  know- 
ingly left  behind.  In  addition,  five  patients  had 
a bypass  of  the  obstructing  lesion  without 
resection.  The  remaining  36  patients  were  sub- 
ject to  resection  and  anastomosis  with  some 
hope  for  cure. 

Of  the  15  patients  not  subject  to  a major 
resection  for  relief  of  dysphagia,  five  were 
treated  by  placement  of  an  intraluminal  Celes- 
tine  tube,  and  three  were  treated  by  gastros- 
tomy. These  procedures  were  followed  by  radia- 
tion treatment.  There  was  one  perioperative 


Table  1 

Distribution  of  Surgical  Methods  Used. 

Technique  of  resection  and  reconstruction; 

51  patients 

Esophagogastrectomy  with  esophagogastros- 


tomy: 

42  patients 

Intrathoracic  Anastamosis 

Resection  technique 

Left  thoracotomy:  22 

Right  thoracotomy  and  laparotomy: 20 

Cervical  Anastamosis 

Resection  technique 

Esophagectomy  without  thoracotomy: 1 

Right  thoracotomy  and  laparotomy: 3 

Colon  Interposition 

Patients: 10* 


*Three  done  as  a palliative  bypass  without 
resecting  tumor.  Two  done  for  relief  of  peptic 
esophagitis  after  esophagectomy  with  esoph- 
agogastrostomy. Three  done  in  association  with 
esophagectomy  when  gastric  pouch  was  unsuit- 
able for  anastomosis.  Two  done  for  late  recon- 
struction after  a takedown  and  drainage  of  leak- 
ing esophagogastrostomy  (cervical  esophagec- 
tomy and  gastrostomy). 


death  in  this  group.  Of  the  remaining  patients, 
six  were  treated  by  radiation  therapy  alone, 
and  one  by  chemotherapy  alone.  The  average 
survival  of  these  15  patients  was  8.5  months. 

Operative  Mortality 

Six  patients  died  within  30  days  of  their  sur- 
gical procedure,  for  a perioperative  mortality 
of  11.7%.  Two  of  these  six  patients  had  under- 
gone purely  palliative  procedures  and  four  had 
been  operated  on  with  the  hope  for  cure,  with 
no  local  tumor  left  behind.  In  two  patients, 
death  was  related  to  anastomotic  leak  which, 
although  treated  by  prompt  takedown  and 
diversion,  resulted  in  continued  sepsis  and 
death.  Two  patients  died  secondary  to  pneu- 
monia and  multisystem  failure  related  to  res- 
piratory failure.  One  patient  developed  hepatic 
failure  and  subsequent  renal  failure.  One 
death  was  due  to  uncomplicated  cardiac  arrest 
one  week  post  operatively  after  a benign, 
seemingly  uncomplicated  course,  and  was  prob- 
ably due  to  massive  pulmonary  embolus. 
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Complications 

Twenty-two  (41%)  of  the  patients  had  no 
complications,  and  were  discharged  in  an 
average  of  12.5  days.  Ten  (23%)  of  the  patients 
had  one  complication,  and  were  discharged  in 
15.4  days.  Thus,  64%  of  the  resected  cases  were 
out  of  the  hospital  in  two  weeks.  Eleven  (25%) 
of  the  patients,  had  two  to  five  complications 
and  were  discharged  in  an  average  of  41.9 
days.  As  can  be  seen,  when  complications 
occurred  they  were  severe,  and  resulted  in 
extended  hospitalization.  One  leak  at  the 
anastamosis  of  a low  esophagogastrostomy 
occurred  and  was  treated  successfully  by 
prompt  operative  takedown  of  the  anastomo- 
sis, cervical  esophagostomy  and  gastrostomy. 
Restoration  of  alimentary  continuity,  using  a 
colon  segment  interposition,  was  later  success- 
ful. One  patient  developed  persistent  gastric 
pouch  dilatations  which  required  exploration 
and  resection.  Continuity  was  reestablished 
using  a segmental  colon  interposition. 

Pulmonary  problems,  the  most  common 
major  complication,  were  seen  in  seven 
patients.  Six  patients  required  tracheostomy 
for  prolonged  respiratory  insufficiency  or 
retained  secretions  and  resulting  pneumonia. 
One  patient  required  ventilatory  support. 

Gastric  dilatation  and  stasis  occurred  in 
four  patients,  three  of  whom  had  not  had  a 
pyloroplasty.  Only  one  patient  eventually 
required  a pyloroplasty.  A subsequent  lapa- 
rotomy with  cholecystectomy  and  lysis  of 
adhesions  for  small  bowel  obstruction  was 
required  in  two.  One  patient  developed  an 
empyema  late  in  the  hospital  course  which 
responded  satisfactorily  to  antibiotics  and 
drainage  via  chest  tube.  The  remaining  com- 
plications were  mild  in  nature  and  included 
wound  infection,  cardiac  arrythmia,  and 
urinary  bladder  retention. 

Palliation 

Most  of  the  patients  had  good  palliation  for 
their  dysphagia  until  late  in  the  course  of  the 
disease.  Our  definition  of  palliation  is  the  abil- 
ity to  eat  and  to  handle  saliva  and  secretions 
until  the  time  of  death,  therefore  not  requiring 
hospitalization  for  parenteral  nutrition.  Seven 
of  the  51  patients  required  one  or  two  dilata- 
tions of  the  anastamosis  to  maintain  con- 
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tinned  patency.  Recurrent  dysphagia  occurred 
earliest  in  those  patients  who  were  resected  for 
palliation  only;  the  dysphagia  in  these  cases 
was  most  commonly  due  to  recurrent  tumor, 
which  was  not  amenable  to  dilatation,  at  the 
anastamosis.  Significant  esophagitis  in  two 
patients  eventually  required  colon  interposi- 
tion for  relief. 

Survival 

Thirty-one  patients  who  survived  the  sur- 
gery have  died  by  the  time  of  this  review.  Mean 
survival  rate  was  18.4  months.  In  a subset  of  19 
patients  of  this  group  in  whom  the  procedure 
was  thought  to  have  a possibilty  for  cure,  sur- 
vival was  improved,  averaging  two  years.  Of 
the  36  patients  resected  for  a possible  cure,  18 
survived  one  year,  12  survived  two  years,  and 
two  survived  five  years.  Twelve  patients  of  the 
51  resected  are  alive  at  present  (December, 
1985),  having  survived  from  six  months  to 
seven  years.  Of  the  14  patients  surviving  a 
clearly  pallative  procedure,  two  survived  for 
one  year,  and  none  survived  longer  than  two 
years.  Average  survival  in  the  palliative  group 
was  9.7  months. 

Discussion 

The  results  of  the  surgical  treatment  of  the 
carcinoma  of  the  esophagus  have  changed 
markedly  in  recent  years.  In  a comprehensive 
review  of  122  series  from  the  world  literature 
during  the  period  from  1950  to  1975,  Earlam  R. 
Cunka-Melo  has  shown  surgical  mortality 
rates  to  average  between  20%  and  60%.^  These 
high  surgical  mortality  rates  made  radiation 
therapy,  and  indeed  no  therapy  at  all  look  like 
very  good  alternatives  to  surgery,  and  many 
physicians  chose  the  latter  approach.  How- 
ever, in  the  past  ten  years,  multiple  reports 
from  the  world  literature  show  surgical  mor- 
tality rates  have  fallen  to  the  5%  to  15%  range. 
The  5%  rates  are  seen  in  the  Chinese  and  Jap- 
anese literature,  where  the  majority  of  the 
cases  are  stage  I being  detected  early  by  mass 
screening  techniques.^^  The  American  and 
European  series  show  rates  in  the  8%  to  15% 
range.®'^^ 

The  overall  surgical  mortality  rate  in  our 
series  was  11.7%.  These  improvements  do  not 
necessarily  reflect  better  patient  selection,  but 
rather  better  preioperative  treatment.  Preop- 
erative improvements  include  hyperalimenta- 
tion and  sophisticated  cardiopulmonary  evalu- 
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ation.  Intraoperative  monitoring  of  blood 
gases  and  cardiac  and  pulmonary  pressure  is 
invaluable.  Postoperative  ventilatory  support 
and  arrythmia  recognition  via  cardiac  moni- 
toring have  markedly  decreased  morbidity 
and  mortality.  The  location  of  the  lesion  has 
long  been  a point  of  discussion  as  to  whether 
surgery  or  radiation  offered  the  better  results, 
primarily  because  of  the  unacceptably  high 
surgical  mortality  in  cervical  and  high  tho- 
racic lesions  reported  in  the  earlier  series. 
Under  these  conditions,  radiation  therapy  or 
no  therapy  at  all  was  a good  alternative.  This 
is  not  so  today,  as  results  do  not  necessarily 
depend  on  the  location  of  the  tumor,  but  on  the 
general  condition  of  the  patient.  If  we  divide 
the  esophagus  into  the  classical  thirds,  our 
mortality  data  hardly  differs  among  them, 
leading  us  to  the  conclusion  that  long  seg- 
ments of  colon  or  stomach  can  be  anastam- 
tized  in  the  cervical  area  or  the  high  thorax 
with  the  same  results  as  if  the  anastamosis 
was  performed  low  in  the  left  side  of  the  chest. 
Palliation  has  been  as  good  with  the  high 
lesions  as  with  the  low  lesions,  and  certainly 
has  been  better  than  expected  with  radiation. 

We  define  palliation  in  carcinoma  of  the 
esophagus  as  the  ability  to  handle  saliva  and 
to  be  able  to  maintain  body  weight  by  oral 
feedings.  Our  patients  had  excellent  palliation 
in  this  regard,  many  dying  of  distant  metas- 
tases  while  still  achieving  reasonable  oral 
intake  at  home.  If  oral  feedings  until  time  of 
death  can  be  assured  by  surgery,  costly  hospi- 
talization and  parenteral  feeding  may  be 
avoided.  With  the  present  surgical  techniques, 
surgery  is  justified  in  selected  patients  in  view 
of  the  fact  that  surgical  resection  is  the  only 
hope  of  cure  and  of  meaningful  palliation.  Cer- 
tainly, the  results  of  this  series  of  patients,  in 
whom  there  was  11.7%  operative  mortality  and 
overall  good  palliation,  compare  well  to  the 
data  in  recent  literature  for  similar  patients. 

Summary 

The  records  of  66  patients  with  diagnoses  of 
carcinoma  of  the  esophagus  and  gastric  cardia 
seen  at  The  Medical  Center  of  Delaware  dur- 
ing the  15  year  period  between  1970  and  1985 
were  reviewed.  Fifty-one  patients  underwent 
surgical  resection  and  anastomosis  with  an 
operative  mortality  of  11.7%  and  a mean  sur- 
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vival  rate  of  approximately  two  years.  Mortal- 
ity rates  did  not  differ  significantly  depending 
on  location  of  the  tumor.  Palliation  was  uni- 
formly good  to  excellent,  as  measured  by  the 
ability  to  handle  secretions,  and  to  maintain 
oral  intake  until  death. 

We  feel  surgical  resection  and  restoration  of 
esophageal  continuity  offers  the  only  hope  in 
carcinoma  of  the  esophagus,  no  matter  what 
the  location  of  the  tumor. 
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This  misread  x-ray  deiayed  the 
patient’s  admission  and  treatment — 
and  resuited  in  a maipractice  ciaim. 


The  doctor  who  read  this  x-ray 
diagnosed  the  patient’s  nausea  and 
chest  discomfort  as  an  upper  res- 
piratory infection.  The  patient  was 
sent  home  on  antibiotics  and  anti- 
spasmodics  only  to  return  the  next 
day  — dead  on  arrival. 


A tragic  diagnosis,  because  both 
the  patient’s  complaints  and  chest 
x-ray  showing  air  under  the  dia- 
phragm pointed  to  a peptic  ulcer. 

High  patient  volume  and  rapid 
turnover  make  the  emergency  room 
the  site  of  a significant  number  of 
malpractice  incidents  in  the  hospi- 
tal. National  statistics  indicate  that 
misdiagnosis,  failure  to  admit  and 
improper  treatment  account  for  the 
majority  of  E.R.  malpractice.  Our 
experience  echoes  this. 


While  insurance  coverage  alone 
can’t  solve  the  malpractice  prob- 
lem, coverage  from  PHICO  Insur- 
ance Company  can  help.  Why? 
Because  we  do  more  than  simply 
protect  you  from  costly  malpractice 
suits.  We  also  provide  valuable 
information  on  avoiding  the  mal- 
practice trap. 


Each  year  our  medical  directors  review  hundreds  of  cases.  Their  goal;  to  spot  problem 
areas  or  emerging  trends  and  warn  policyholders,  through  timely  publications,  medical/legal 
seminars  and  other  educational  programs. 

So,  if  you’re  looking  for  more  than  just  insurance  protection,  look  to  PHICO  Insurance 
Company.  To  learn  more,  see  your  insurance  agent  or  broker,  or  contact  us  at  the  address 
below. 


^ ^ INSURANCE  COMPANY 

One  PHICO  Drive  / P.O.  Box  85  / Mechanicsburg,  PA  17055-0085  / (717)  766-1122 

ENDORSED  INSURER  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE  


© 1985  PHICO  Insurance  Company,  Mechanicsburg,  PA  ■ ALL  RIGHTS  RESERVED 


METABOLIC  ALKALOSIS  AND  HYPERMAGNESEMIA 
FOLLOWING  “NON- ABSORBABLE” 

ANTACID  THERAPY 


Brajesh  N.  Agarwal,  M.D. 
Frank  M.  Robertson,  M.D. 


Magnesium  and  aluminum  hydroxides  are 
commonly  used  as  “non-absorbable”  antacids. 
Because  of  their  lack  of  absorption  in  the  gut, 
they  rarely  produce  metabolic  abnormalities. 
We  present  a patient  who  developed  severe 
hypermagnesemia  and  metabolic  alkalosis 
following  the  administration  of  antacids  con- 
taining magnesium  and  aluminum  hydroxide 
(Mylanta,  Stuart,  and  Maalox,  Rorer). 

Case  Report 

A 62  year  old  white  man  was  admitted  to  the 
hospital  for  resection  of  a squamous  cell  carci- 
noma of  the  tongue.  Preoperatively , the  patient’s 
arterial  blood  gases,  electrolytes,  blood  urea 
nitrogen,  and  serum  creatinine  were  all  within 
normal  limits.  The  patient  did  well  postopera- 
tively  on  nasogastric  feedings  until  four  days 
after  surgery,  at  which  time  he  had  a single 
episode  of  vomiting.  After  this  episode,  his 
serum  bicarbonate  remained  normal  at  27 
mEq/1. 

At  this  time  30  ml  of  Maalox  alternating 
with  30  ml  of  Mylanta  every  two  hours  was 
begun.  Over  the  next  several  days,  he  de- 
veloped diarrhea,  dehydration,  hypotension  with 

Dr.  Agarwal  is  the  chief  of  Medical  Service  at  the  VA  Medical  Center  in 
Wilmington. 

Dr.  Robertson  is  currently  in  residency  training  at  Brook  Army  Medical 
Center  in  San  Antonio,  Texas. 
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a blood  pressure  of  86/50  mm  Hg,  oliguria, 
mental  confusion,  combativeness,  and  a marked 
decrease  in  his  deep  tendon  reflexes.  Labora- 
tory analysis  showed  serum  sodium  to  be  135 
mEq/1;  potassium  4.0  mEq/1;  chloride  84 
mEq/1;  bicarbonate  38  mEq/1;  BUN,  40.0  and 
creatinine  of  3.5.  His  serum  magnesium  level 
was  5.5  mg%  and  arterial  blood  gas  analysis 
revealed  pH  7.53,  pC02  43mm  Hg  and  P02  67 
mm  Hg  on  room  air.  Urine  electrolytes  revealed 
sodium  12  mEq/1,  chloride  less  than  15 
mEq/1,  and  creatinine  of  122  mg%. 

The  patient  was  then  transferred  to  the  med- 
ical service,  where  antacids  were  discontinued 
and  extracellular  fluid  volume  repleted  with 
normal  saline.  With  this  therapy  the  patient’s 
serum  magnesium  returned  to  a normal  value 
of  2.1  mg%  and  his  metabolic  alkalosis  promptly 
corrected,  with  serum  bicarbonate  concentra- 
tion falling  to  25  mEq/1.  His  renal  function 
improved  to  normal  with  a creatinine  of  1.4 
mg%,  and  his  mental  function  returned  to 
baseline. 

Comment 

Magnesium  and  aluminum  hydroxides 
when  used  as  antacids  are  generally  consid- 
ered non-absorbable  in  the  gastrointestinal 
tract.  They  are  converted  to  aluminum  and 
magnesium  chloride  in  the  stomach  and  then 
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reconverted  to  aluminum  and  magnesium  car- 
bonate via  sodium  bicarbonate  in  pancreatic  and 
small  intestinal  secretions.  The  insoluble  car- 
bonate salts  are  then  excreted  in  the  stool.' 
While  these  antacids  are  considered  nonsys- 
temic,  actually  up  to  5%  to  10%  of  administered 
magnesium  is  absorbed.  A small  amount  of 
aluminum  is  also  absorbed.''  With  these  an 
equivalent  amount  of  base  will  also  be  absorbed.- 
Both  Maalox  and  Mylanta  are  capable  of  neu- 
tralizing approximately  13  mEq  of  acid  per  5 
ml.  The  dose  of  antacids  this  patient  received 
amounts  to  nearly  1,000  mEq  of  acid  neutraliz- 
ing capability  per  24  hours.  Absorption  of  5% 
to  10%  of  this  value  represents  a significant 
base  load.  In  people  with  normal  renal  func- 
tion this  cation  and  base  load  are  excreted  by 
the  kidney,  by  means  of  alkalinization  of  the 
urine, ^ thus  preventing  alkalosis  and  elevated 
serum  aluminum  and  magnesium  concentrations. 

Our  patient  developed  renal  impairment, 
could  not  excrete  the  absorbed  magnesium 
load,  and  thereby  developed  a marked  eleva- 
tion in  his  serum  magnesium  concentration. 
Hypermagnesemia  from  non-judicious  use  of 
magnesium-containing  antacids  in  patients 
with  renal  failure  is  well  documented.^  Severe 
metabolic  alkalosis  in  patients  with  renal 
failure  has  heen  described  only  when  those 
“non-absorbahle”  antacids  are  used  in  combi- 
nation with  cation  exchange  resins.'®  Our 
patient,  who  also  developed  metabolic  alkalo- 
sis, received  no  cation  exchange  resins  and 
had  no  other  known  precipitating  factors,  such 
as  persistent  vomiting,  nasogastric  suction- 


ing, hypokalemia,  and  use  of  diuretics,  etc. 
This  suggests  that  his  metabolic  alkalosis  was 
related  to  a significant  absorption  of  magne- 
sium and  bicarbonate  from  his  gut. 

Decreased  extracellular  fluid  volume  and 
renal  impairment  contributed  to  the  persist- 
ence of  high  serum  bicarbonate  concentrations 
and  metabolic  alkalosis.  Following  the  with- 
drawal of  antacids  and  the  repletion  of  extra- 
cellular fluid  volume,  the  patient’s  renal  func- 
tion improved,  leading  to  resolution  of  meta- 
bolic alkalosis.  His  serum  magnesium  levels 
also  decreased  to  normal  and  his  chemical 
condition  greatly  improved. 

The  danger  of  metabolic  alkalosis  following 
the  combined  use  of  nonsy  stemic  antacids  and 
cation  exchange  resins  in  patients  with  com- 
promised renal  function  is  now  recognized  and 
should  be  avoided.-'®  This  patient  demon- 
strates that  in  the  setting  of  renal  failure,  mod- 
erate to  severe  metabolic  alkalosis  can  develop 
from  the  use  of  “non-absorbable” 
antacids  alone. 
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SOCIAL  SECURITY  AND  THE  DISABLED  PATIENT 


John  S.  Grady,  Esquire 


“Doctor,  we  have  a request  from  the  Social 
Security  about  Mr.  Jones’s  ability  to  work.  ” 

“Doctor,  here  is  a letter  from  an  attorney 
about  Mr.  Smith  asking  whether  you  believe 
he  can  work.  He  has  applied  for  Social 
Security  Disability  Benefits.  ” 

Physicians  of  every  specialty  get  requests 
similar  to  these,  and  many  doctors  have  had 
the  sometimes  unpleasant  experience  of  deal- 
ing directly  with  Social  Security  office  per- 
sonnel, trying  to  convince  them  that  a patient 
really  is  disabled  and  really  cannot  work.  No 
doubt,  many  doctors  have  also  unwittingly 
submitted  a statement  or  report  which  turned 
out  to  be  instrumental  in  the  denial  of  Social 
Security  benefits. 

Part  of  the  problem  of  dealing  with  the 
Social  Security  Administration  is  not  know- 
ing the  rules  of  the  game. 

Rule  1 - DISABLED  FROM  ALL  WORK 

In  order  for  an  individual  to  be  considered 
disabled  for  Social  Security  purposes,  that 
individual  must  demonstrate  that  he  or  she 
cannot  do  any  kind  of  work  based  upon  his  or 
her  education,  age,  and  work  experience. 

Mr.  Grady  is  an  attorney  practicing  in  Dover. 
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The  mere  fact  that  an  employer  might  not 
hire  an  individual  who  has  suffered  an  injury 
or  who  suffers  from  a disease  is  not  determina- 
tive as  it  sometimes  is  in  the  workman’s  com- 
pensation setting.  The  test  is:  will  the  individ- 
ual be  able  to  do  some  kind  of  sedentary  work 
on  a regular  basis. 

Rule  2 - THE  LISTINGS 

The  second  important  consideration  of 
which  the  physician  must  be  aware  is  the 
method  by  which  the  Social  Security  Adminis- 
tration determines  disability.  The  fact  that  a 
doctor  says  that  an  individual  is  disabled  is 
not  determinative.  In  fact,  it  is  frequently  not 
even  considered.  The  Social  Security  Adminis- 
tration has  contracted  with  the  State  of  Dela- 
ware to  review  disability  determinations.  A 
State  Disability  Determination  Office  initially 
does  the  medical  screening  for  disability.  That 
screening  is  done  purely  on  the  paper  record. 
Therefore,  there  is  usually  little  consideration 
given  to  the  symptoms  and  subjective  com- 
plaints of  the  patient. 

The  Disability  Determination  Office  relies 
heavily  upon  what  are  known  as  the  “List- 
ings” in  determining  disability  (20  C.F.R.  Sec- 
tion 404.1525  Appendix  1).  The  listings  are 

537 


Social  Security  & Disabled  Patient— Grady 


objective  criteria  encompassing  all  areas  of 
medical  disability,  objective  criteria  which 
must  be  met  for  disability  to  be  established. 
The  theory  of  the  listings  is  this:  if  a person 
meets  the  standards  of  the  listings,  then  he  is 
in  such  bad  shape  that  he  will  automatically 
be  considered  disabled  without  any  further 
investigation.  In  fact,  the  listings  are  fre- 
quently used  as  the  only  criteria  in  the  initial 
evaluation  stage.  An  example  of  the  way  the 
listings  work  would  be  as  follows: 

Example  #1 

Section  12.05  of  the  listings  states  that  an 
individual  with  an  IQ  of  59  or  less  is  disabled. 
Mr.  Jones  has  an  IQ  of  60;  therefore,  he  is  not 
disabled. 

Example  #2 

Section  12.05  (c)  states  that  a person  with  an 
IQ  of  60-69  is  disabled  if  he  meets  that  IQ 
range  and  also  has  a physical  or  other  mental 
impairment  imposing  additional  and  signifi- 
cant work  related  limitations  or  functions. 
Mrs.  Brown  has  an  IQ  of  70  and  has  suffered  a 
significant  knee  injury  which  causes  chronic 
pain  and  an  inability  to  walk  without  a limp. 
Mrs.  Brown  is  not  disabled. 

Example  #3 

Section  3.02  states  that  a person  is  disabled 
who  has  chronic  obstructive  airway  disease  if 
his  MW,  considering  his  height,  is  equal  to  or 
less  than  half  of  projected  ventilation,  and  his 
FE  V is  equal  to  less  than  one  half  his  projected 
ventilation.  Tables  are  supplied,  and  an  indi- 
vidual who  meets  the  MW  requirements  but 
is  only  one  tenth  of  a point  above  the  FEV 
requirements  is  not  considered  disabled. 

The  examples  given  here  are  not  extreme, 
but  rather  cases  in  which  I have  been  involved 
which  demonstrate  the  methodology  of  the 
Social  Security  Administration. 

Rule  3 - EQUIVALENT  TO  THE  LISTINGS 

Unfortunately,  the  Social  Security  Admin- 
istration does  not,  as  a matter  of  procedure, 
send  physicians  a copy  of  the  relevant  listings 
when  asking  them  for  medical  evaluations. 
This  is  regrettable  because  the  regulations  say 
that  an  individual  should  be  considered  dis- 
abled if  he  meets  the  equivalent  of  the  listings, 
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or  meets  the  equivalent  of  the  listings  by  com- 
bining all  of  his  impairments. 

Rule  4 - APPEAL  IF  TURNED  DOWN 

Notwithstanding  the  inability  of  individu- 
als to  meet  the  listings,  they  may  still  be 
declared  disabled  by  the  Social  Security 
Administration  if  they  can  demonstrate  that 
based  upon  their  medical  condition  they  are 
unable  to  work  because  of  their  age  and  voca- 
tional training.  Many  disability  chents  fall 
into  this  category,  but  most  of  these  individu- 
als are  turned  down  initially  by  the  Social 
Security  Administration.  If  the  physicians 
believe  an  individual  is  unable  to  do  even  sed- 
entary work,  then  the  majority  of  such  cases 
can  be  won  by  pursuing  the  appeal  route. 

The  steps  in  a Social  Security  case  are  basi- 
cally as  follows: 

1.  Initial  Application  — People  in  extremely 
bad  condition  are  awarded  disability  benefits 
at  this  level. 

2.  Reconsideration  — Hardly  anyone  gets 
disability  benefits  at  the  reconsideration  stage. 

3.  Hearing  before  an  Administrative  Law 
Judge  - Approximately  half  of  the  petitioners 
are  awarded  benefits  at  this  level.  This  is  the 
first  time  that  an  individual  meets  with  a deci- 
sion maker  who  is  in  a position  to  evaluate  his 
disabilities  on  a face-to-face  basis. 

4.  Appeals  Council  from  Washington,  D.C. 
— Almost  everyone  loses  at  this  level. 

5.  United  States  District  Court  — Individu- 
als who  go  this  far  generally  have  at  least  a 
50%  to  75%  success  rate  in  being  declared 
disabled. 

Summary 

When  a physician  receives  a request  from 
the  Social  Security  Administration  about  an 
individual’s  claim,  s/he  should  contact  the 
local  Social  Security  office  to  obtain  a copy  of 
the  applicable  listings.  If  the  patient  is  still 
denied  disability  benefits  despite  the  physi- 
cian’s report,  the  patient  should  be  advised  to 
see  an  attorney.  Attorneys  can  be  obtained  by 
calling  NOSSCR,  at  1-800-431-2804  or  the  Del- 
aware Bar  Association  Lawyer  Referral  Serv- 
ice, at  1-800-292-7869. 
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HOW  ABOUT  PADD? 

The  January  24-31,  1986  issue  of  JAMA 
presented  a report  from  the  Council  on  Scien- 
tific Affairs  of  the  American  Medical  Associa- 
tion entitled,  “Alcohol  and  the  Driver.”  Among 
the  many  interesting  facts  are: 

• alcohol  causes  deterioration  of  driving 
skills  beginning  at  0.05%  blood  alcohol 
concentration  (BAG)  or  even  lower. 

• younger  drivers  involved  in  fatal  crashes 
have  lower  average  BACs  than  older 
drivers. 

• with  the  risk  of  a sober  driver  having  a 
fatal  crash  set  at  1,  the  risk  for  impadred 
(BAG  of  0.08%  or  greater)  16  to  17  year  olds 
is  165. 

The  Council’s  recommendations  are  equally 
sobering.  They  include:  1)  advise  against  any 
drinking  by  drivers;  2)  adopt  a position  sup- 
porting 0.05%  BAG  as  per  se  illegal  for  driving; 
3)  support  21  years  as  the  legal  drinking  age, 
with  stronger  penalties  for  violators;  and  4) 
stiffer  punishment  for  driving  under  the  influ- 
ence of  alcohol  (DUI)  convictions. 
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As  physicians,  parents,  and  citizens,  we 
could,  and  should,  be  in  the  forefiront  in  this 
cause.  We  should  actively  educate  and  discuss 
the  dangers  of  drinking  and  driving  with  our 
patients,  and  anyone  else  willing  to  listen. 
This  will  be  no  easy  task,  because  we  must 
combat  the  effects  of  peer-pressure,  the  adver- 
tising industry,  and  the  images  presented  by 
role  models,  to  get  our  message  across. 

In  so  doing,  temperance  and  realism  must 
be  remembered.  To  advocate  total  abstinence 
for  all  would  be  nonsensical,  as  well  as  damag- 
ing to  our  credibility.  But  the  danger  of  drink- 
ing and  driving  is  real  and  tragic,  as  shown  by 
statistics.  And,  as  too  often  is  the  case,  injury 
and  death  to  an  innocent  third  party  may 
occur,  so  the  abolition  of  the  drunk  driver 
becomes  more  urgent  and  important. 

As  our  colleagues  from  the  AMA  report, 
drinking  and  driving  is  a serious  and  danger- 
ous problem  that  must  no  longer  be  condoned 
or  ignored.  Individual  responsibility  and 
accountability,  both  from  a moral  and  legal 
standpoint,  must  be  addressed  and  accepted. 
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We  as  physicians  can  play  a vital  role  here  hy 
educating  our  patients  and  our  community 
about  the  hazards  of  drinking  and  driving.  We 
can  further  show  our  concern  and  commit- 
ment by  actively  supporting  legislation  to 
increase  the  legal  age  of  drinking  where 
appropriate  (fortunately,  it  is  21  in  Delaware), 
and  stiffer  penalties  for  DUI  convictions. 

So,  let  us  all  become  unofficial  members  of 
PADD  - Physicians  Against  Drunk  Drivers. 

Raymond  R.  Strocko,  M.D. 


IN  HONORABLE  REMEMBRANCE: 

DR.  HASLET  OF  KENT  COUNTY 

Was  Dr.  Donald  Cheff  Delaware’s  only  phy- 
sician to  die  while  on  active  duty?  When  I so 
stated  during  a meeting  of  the  Cultural  and 
Historical  Committees  of  the  Medical  Society 
of  Delaware,  Dr.  John  Munroe  corrected  me, 
recalling  for  the  committee  a physician. 
Colonel  John  Haslet,  who  died  during  the 
American  Revolution  in  the  Battle  of  Prince- 
ton in  1777.  General  Caesar  Rodney  said  of 
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Jefferson  Medical  College 
of 

Thomas  Jefferson  University 
presents 

PREOPERATIVE  CONSULTATION: 
THE  SURGICAL  PATIENT  WITH 
MEDICAL  PROBLEMS 

Wednesday  thru  Friday 
September  17-19,  1986 
at 

The  Warwick  Hotel 
Philadelphia,  Pennsylvania 
Description: 

This  course  is  designed  for  internists,  family  practition- 
ers, surgeons,  anesthesiologists,  nurse  anesthetists, 
and  other  primary  care  physicians  who  desire  practical 
information  on  perioperative  assessment  and  patient 
care.  A detailed  course  syllabus  and  reference  mate- 
rials will  be  distributed. 

Fee  Schedule: 

$360.00  for  Physicians 

$260.00  for  Nurse  Anesthetists,  Residents  and  Fellows 

CME  Credit: 

17  credit  hours  in  Category  1 

For  further  information  and  registration,  contact  the 
Office  of  Continuing  Medical  Education,  Jefferson 
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Haslet  (and  of  Colonel  Hugh  Mercer  who  also 
died  in  the  same  battle): 

They  fell,  but  nobly  fell  tho  Butchered,  And 
so  Long  as  the  Inhabitants  of  this  Ameri- 
can World  Shall  Continue  to  be  free  people. 
So  long  (at  least)  will  the  name  of  Mercer 
and  Haslet  be  held  in  Honorable  Remem- 
brance. . .in  Haslet  W e know  we  lost  a Brave, 
open  Honest,  Sensible  man.  One  Who  loved 
his  Country’s  more  than  his  private  Inter- 
est.^ 

Dr.  John  Haslet,  a Presbyterian  minister 
before  he  emigrated  from  Ireland  to  southern 
Delaware,  was  Colonel  of  the  Lower  Regiment 
of  the  Kent  County  Militia;  Rodney  was 
Colonel  of  the  Upper.  Haslet  led  800  men  in 
eight  companies.  In  July,  1776,  he  moved  his 
men  to  Wilmington,  the  next  month  to  Phila- 
delphia, and  then  to  the  defense  of  Long 
Island.  Dr.  Haslet  then  fought  in  the  Battle  of 
White  Plains  in  October,  in  the  attack  on  Tren- 
ton on  Christmas  night  in  1776,  and  finally,  at 
the  Battle  of  Princeton  on  January  3, 1977.  In 
that  battle.  Haslet,  who  “had  remained  vsdth 
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Washington’s  army  even  though  his  Dela- 
ware regiment  had  disbanded  at  the  end  of  its 
term  of  enlistment”  was  struck  in  the  head  by 
a bullet  which  killed  him. 

Haslet  came  to  the  Colonies  around  1757. 
Once  immigrated,  Reverend  Haslet  somehow 
switched  professions,  from  minister  to  physi- 
cian. Medicine  was  apparently  a skill  he 
picked  up  in  addition  to  the  art  of  ministering 
to  souls  at  the  University  of  Glasgow.  Dr. 
Haslet  was  active  in  Kent  County  politics, 
serving  in  various  capacities  and  becoming 
good  friends  with  Caesar  Rodney,  to  whom 
Haslet  wrote  on  July  6,  1976: 

“I  congratulate  you.  Sir,  on  the  Impor- 
tant Day,  which  restores  to  Every 
American  his  Birthright...” 

By  1758  he  was  serving  in  the  Second  Penn- 
sylvania Battalion.  By  1759  he  was  relocated 
to  Delaware.  Within  six  months  after  the  Revo- 
lution began.  Colonel  Haslet  was  dead  on  the 
battlefield.  His  wife  died  less  than  two  months 
later,  “of  an  inflamation  of  the  throat  and 
lungs,”  according  to  Thomas  Rodney,  Cae- 
sar’s brother.  One  of  his  five  children,  Jemima, 


married  Dr.  George  Monro,  a prominent  Dela- 
ware physician.  A son,  Joseph  Haslet,  was 
twice  elected  governor  of  Delaware. 

Should  Colonel  Haslet’s  name  be  included 
on  the  plaque  in  the  Academy  of  Medicine 
(still  in  the  planning  stage,  after  all  this  time), 
intended  to  commemorate  Delaware  physi- 
cians who  died  in  the  service  of  their  country? 
Though  almost  forgotten  now.  Haslet  was 
honored  in  his  own  time:  50  years  after  his 
death  his  body  was  moved  from  Philadelphia 
to  the  cemetery  of  the  Presbyterian  Church  in 
Dover  and  the  State  legislature  authorized  a 
monument  for  his  grave. 

Dr.  Cheffs  grave  is  in  Honolulu’s  Punch 
Bowl  cemetery,  one  of  the  huge  burying 
grounds  of  the  Pacific  Theatre.  As  yet  he  has 
no  monument  in  Delaware. 

Bernadine  Z.  Paulshock,  M.D. 
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PREVENTION  OF  FETAL  ALCOHOL 
SYNDROME 

A recent  study  of  the  obstetrical  clinic  popu- 
lation at  The  Medical  Center  of  Delaware 
revealed  that  approximately  10%  of  the  pa- 
tients are  addicted.  Many  of  these  women 
abuse  illicit  substances.  Most  abuse  alcohol. 

Alcohol  abuse  is  not  limited  to  any  one  socio- 
economic group,  but  it  is  ubiquitous  through- 
out our  society.  Consequently,  a large  number 
of  babies  born  into  our  community  are  subject 
to  the  effects  of  fetal  alcohol  syndrome. 

The  fetal  alcohol  syndrome  was  first  de- 
scribed by  Kenneth  Jones  and  David  Smith  in 
1973.1  In  1981  the  Surgeon  General  of  the  Unit- 
ed States  declared,  “Each  patient  should  be 
told  about  the  risk  of  alcohol  consumption  dur- 
ing pregnancy,  and  advised  not  to  drink  alco- 
holic beverages  and  to  be  aware  of  the  alco- 
holic content  of  food  and  drugs.  Fetal  alcohol 
syndrome  is  estimated  to  occur  in  as  many  as 
one  in  300  births  and  in  30%  to  40%  of  alcoholic 
mothers.^  As  little  as  30  ml  of  absolute  alcohol 
per  day  has  been  implicated  in  the  develop- 
ment of  fetal  alcohol  syndrome.^ 

The  clinical  features  of  fetal  alcohol  syn- 
drome include  prenatal  and  postnatal  growth 
deficiency,  central  nervous  system  dysfunc- 
tion, major  organ  system  malformations,  and 
characteristic  facial  dysmorphology.  The 
growth  deficiency  is  frequently  diagnosed  in 
utero  as  symmetrical  intrauterine  growth 
retardation  which  ultimately  results  in  a mod- 
erate degree  of  postnatal  growth  retardation. 

Several  types  of  central  nervous  system  dys- 
functions may  occur. 

The  average  IQ  of  children  with  fetal  alco- 
hol syndrome  is  in  the  range  of  60  to  75.  Multi- 
ple major  organ  systems  may  be  involved, 
resulting  in  ventricular  septal  defects,  skeletal 
defects,  renal  and  genital  anomalies,  and  hir- 
sutism. The  most  characteristic  findings  in 
fetal  alcohol  syndrome  are  the  facial  charac- 
teristics: short  palpebral  fissures,  short  up- 
turned nose,  hypoplastic  filtrum,  hypoplastic 
maxilla,  and  thinned  upper  vermilion.^ 

The  maximum  safe  amount  of  alcohol  in 
pregnancy  has  not  been  determined.  Conse- 
quently, it  is  the  responsibility  of  all  physi- 
cians to  educate  patients  in  the  dangers  of 
alcohol  consumption  during  pregnancy.  The 
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March  of  Dimes  has  admirably  aided  in  this 
effort  through  active  advertising  in  prenatal 
clinics,  family  planning  centers,  and  televi- 
sion commercials.  Finally,  Delaware’s  House 
of  Representatives  has  passed  legislation  re- 
quiring liquor  license  holders  to  post  msigns 
concerning  the  danger  of  drinking  during 
pregnancy.  The  Senate  is  considering  the  bill 
at  this  time. 

Women  who  have  been  exposed  to  alcohol 
during  pregnancy  have  a number  of  options. 
Those  who  have  experienced  one  episode  of 
binge  drinking  can  be  reassured  that  this 
exposure  will  probably  not  result  in  fetal  dam- 
age. Chronic  alcoholics  with  a high  exposure 
to  alcohol  have  been  advised  by  some  counse- 
lors to  consider  abortion  due  to  the  high  risk  of 
fetal  alcohol  syndrome.  Women  who  have 
lower  alcohol  exposure  or  refuse  abortion  are 
advised  to  refrain  from  further  alcohol  use 
because  continued  exposure  has  been  shown 
to  correlate  with  a higher  incidence  of  prema- 
turity and  growth  retardation.®  There  are  sev- 
eral agencies  in  the  community,  including 
Alcoholics  Anonymous,  and  several  counsel- 


ing centers  available  to  provide  support  for 
these  women. 

Alcoholism,  the  major  form  of  drug  abuse  in 
our  community,  is  a major  threat  to  fetuses  of 
exposed  women.  We  can  prevent  fetal  alcohol 
syndrome  by  education  of  our  patients  by 
individual  counseling,  by  advertising  in  the 
media,  and  by  supporting  legislation  to  place 
warnings  in  establishments  that  sell  alcoholic 
beverages.  The  price  being  paid  by  and  for 
children  with  fetal  alcohol  syndrome  is  con- 
siderable. Support  of  efforts  to  prevent  fetal 
alcohol  syndrome  can  only  represent  a major 
savings  of  human  and  economic  resources. 

Garrett  H.C.  Colmorgen,  M.D. 
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ADULT  IMMUNIZATION:  THE  FORGOTTEN 
AREA  OF  PREVENTIVE  MEDICINE 

Each  of  us  is  interested  in  the  health  of  our 
children,  and  it  is  not  difficult  to  find  a great 
deal  of  support  for  any  issue  which  will 
enhance  their  health  status  either  individu- 
ally or  as  a group.  This  has  been  well  docu- 
mented in  recent  years  with  the  passage  of 
laws  requiring  immunizations  prior  to  entry 
into  school,  and  seat  belts  for  children  under  a 
specific  age  when  traveling  by  car.  Although 
the  amount  of  money  and  lives  saved  by  such 
measures  are  abstract  figures,  their  benefit 
is  well  realized  throughout  the  general 
population. 

The  success  of  the  childhood  immunization 
efforts  has  given  birth  to  the  idea  that  immuni- 
zations in  adults  against  illnesses  for  which 
vaccines  are  readily  available  may  have  a pos- 
itive impact  on  the  health  of  adults.  The  logic 
is  sound,  but  the  basic  problem  is  the  general 
attitude  that  “shots  are  for  kids,  not  adults.” 
Perhaps  this  can  be  overcome  if  the  following 
are  kept  in  mind  by  physicians  treating  adults: 
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1.  Since  most  children  have  heen  immun- 
ized against  measles,  mumps,  and  rubella, 
when  these  diseases  occur,  the  older  ado- 
lescent and  young  adult  populations  are 
now  more  likely  to  be  involved  in  the  out- 
breaks than  in  the  past.  This  has  been 
documented  by  the  recent  increase  in  the 
number  of  college  outbreaks  of  measles 
and  rubella. 

2.  The  occurrence  of  these  diseases  in  this 
older  age  group  presents  some  special 
problems  in  regard  to  the  occurrence  of 
sequelae  after  the  initial  infection,  and  the 
possibility  of  fetal  deformity  in  a popula- 
tion in  which  the  incidence  of  pregnancy  is 
high. 

3.  While  tetanus  is  a disease  of  low  occur- 
rence, it  is  still  reported,  sometimes  after 
burns  or  crush  wounds;  and  our  popula- 
tion has  no  defense  against  it  other  than 
immunization.  The  cost  of  a single  dose  of 
tetanus  diphtheria  vaccine  every  ten  years 
in  no  way  compares  to  the  cost  of  medical 
care  involved  when  tetanus  is  diagnosed. 
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4.  About  15%  of  our  population  under  60 
harbors  some  chronic  or  debilitating  con- 
dition which  puts  them  at  increased  risk  of 
serious  sequelae  after  influenza  and  pneu- 
mococcal disease.  In  addition,  all  those 
over  60  are  subject  to  the  same  risks. 
Finally,  since  essential  services  must  be 
maintained,  health  care,  police,  fire,  and 
emergency  personnel  should  be  included 
on  a priority  list  for  protection  against 
influenza.  Given  the  above,  influenza  and 
pneumococcal  immunization  are  an  essen- 

/ tial  part  of  the  disease  prevention  for 
adults. 

5.  By  virtue  of  occupation,  some  adults  are 
at  high  risk  of  diseases  which  can  be  pre- 
vented through  immunization.  For  exam- 
ple, construction  workers  are  at  increased 
risk  of  exposure  to  tetanus,  zoo  and  nature 
park  personnel  are  at  increased  risk  of 
exposure  to  rabies,  dentists,  dental  hygien- 
ists, surgeons,  and  phlebotomists  are  at 


increased  risk  of  exposure  to  hepatitis,  and 
day  care  center  employees  and  school 
teachers  are  at  nsk  of  exposure  to  measles, 
mumps,  and  rubella. 

With  these  points  in  mind,  it  is  the  task  of 
both  the  Division  of  Public  Health  and  the 
physician  in  private  practice  to  promote  the 
concept  of  adult  immunization  through  an 
educational  process  of  informing  patients  of 
the  need  for  adequate  protection,  and  through 
the  direct  delivery  of  needed  vaccines  to  per- 
sons at  risk. 

To  protect  the  income  producers  of  a family 
against  illness,  time  off  the  job,  and  medical 
expenses  due  to  hospitalization,  is  a task  equal 
in  importance  to  protecting  their  children 
against  disease.  It  is  time  we  accept  the  chal- 
lenge to  enhance  the  health  of  adults  as  well  as 
children. 

L5unan  J.  Olsen,  M.D. 
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THE  AMA  DELEGATE  1986  ANNUAL  REPORT 
OF  THE  AMA  HOUSE  OF  DELEGATES 


Roger  B.  Thomas,  Jr.,  M.D. 


The  Annual  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Chicago,  Illinois  from 
15  through  19  June  1986.  The  Medical  Society 
of  Delaware  was  represented  by  its  President, 
John  Benge,  M.D.;  its  Delegate,  Roger  B. 
Thomas,  Jr.,  M.D.;  and  its  Alternate  Delegate, 
Anthony  Cucuzzella,  M.D.  This  report  will 
review  major  items  of  business  which  were 
transacted  during  that  meeting,  along  with 
lesser  items  which  have  particular  relevance 
to  our  state.  More  fully  detailed  information  is 
contained  in  the  AMA  News,  dated  June  24/ 
July  4, 1986,  and  July  11,  1986. 

There  were  391  delegates  seated:  313  repre- 
sented state  medical  associations;  69  repre- 
sented national  medical  specialty  societies;  9 
represented  hospital  medical  staffs,  medical 
students,  medical  schools,  resident  physicians, 
the  Armed  Services,  the  Public  Health  Service, 
and  the  Veterans  Administration.  Three  addi- 
tional specialty  societies  were  granted  voting 
seats  at  this  meeting:  The  American  Academy 
of  Child  Psychiatry,  The  American  Pediatric 
Surgical  Association,  and  The  Renal  Physi- 
cians Association. 

Dr.  Thomas  is  the  Medical  Society’s  delegate  to  the  AMA  House  of 
Delegates. 
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John  J.  Coury,  Jr.,  M.D.,  a general  and  pedi- 
atric surgeon  from  Michigan,  was  installed  as 
the  new  president  of  the  AMA  at  this  meeting. 
William  S.  Hotchkiss,  M.D.,  a thoracic  sur- 
geon from  Chesapeake,  Virginia,  was  elected 
to  be  the  new  president-elect;  he  is  a former 
president  of  the  Medical  Society  of  Virginia. 
James  Davis,  M.D.,  a surgeon  from  Durham, 
North  Carolina,  and  John  Clowe,  M.D.,  a fam- 
ily physician  from  Schenectady,  New  York, 
were  re-elected  as  speaker  and  vice  speaker 
respectively.  Newly  elected  to  the  Board  of 
Trustees  is  Ray  Gifford,  Jr.,  M.D.,  an  internist 
from  Cleveland.  Five  Trustees  were  re-elected: 
George  Collins,  Jr.,  M.D.,  a cardiologist  from 
Buffalo,  New  York;  Ronald  Davis,  M.D.,  a res- 
ident physician  from  Atlanta;  Alan  Melson, 
M.D.,  an  internist/ endocrinologist  from  Salt 
Lake  City;  John  Ring,  M.D.,  a family  physi- 
cian from  Illinois;  and  John  Tupper,  M.D.,  a 
professor  of  Internal  Medicine  and  Family 
Practice  at  the  University  of  California  School 
of  Medicine  at  Davis. 

With  regard  to  AMA  finances,  the  House  of 
Delegates  approved  the  recommendation  to 
keep  1987  dues  the  same  as  1986.  In  an  effort  to 
retain  older  physicians  in  the  AMA,  the  House 
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adopted  a Board  of  Trustees  report  revamping 
the  dues  structure  for  retired  and  older  physi- 
cians; this  is  the  fourth  such  effort  in  the  past 
five  years.  Under  the  new  plan,  physicians 
under  the  age  of  70  who  are  fully  retired  would 
be  eligible  for  membership  at  only  20%  of  regu- 
lar dues,  whereas  previously  they  have  been 
required  to  pay  full  dues.  In  a related  matter, 
the  House  accepted  a Board  report  on  progress 
regarding  the  installment  payment  of  dues. 
This  report  said  that  the  redesign  of  the  AMA 
computer  system  used  for  processing  member- 
ships will  be  completed  this  year  and  will  be 
operational  for  the  1987  membership  year.  At 
that  time,  a pilot  test  of  the  installment  pay- 
ment system  will  be  conducted  in  cooperation 
with  the  Michigan  State  Medical  Society.  In 
the  meantime,  the  Board  will  continue  to  study 
other  alternative  payment  systems,  including 
a credit  card  option,  that  would  achieve  the 
same  purpose  as  the  installment  system  at 
less  cost  to  the  AMA. 

With  overwhelming  approval,  the  House 
voted  for  the  establishment  of  a new  Young 
Physicians  Section.  The  new  section  is  an 
attempt  by  the  AMA  to  offer  physicians  under 
age  40  a more  active  role  in  organized  medi- 
cine, since  currently  only  29%  of  these  physi- 
cians are  members  of  the  AMA.  It  is  hoped 
that  by  being  offered  their  own  political  forum, 
young  physicians  will  participate  more  and 
non-members  will  also  have  an  incentive  to 
join.  The  Young  Physicians  Section  will  be 
comprised  of  one  Delegate  and  one  Alternate 
Delegate  from  each  state.  In  addition,  the  sec- 
tion will  be  granted  one  Delegate  and  Alter- 
nate Delegate  with  voting  privileges  in  the 
House  at  the  December  Interim  Meeting.  This 
House  action  also  calls  for  the  Association  to 
assist  each  state  society  in  establishing  a 
state-level  Young  Physicians  Section,  and  to 
take  the  lead  in  appointing  young  physicians 
to  council  and  committee  leadership  positions. 
The  Young  Physicians  Section  is  the  fifth  spe- 
cial section  created  within  the  last  ten  years. 

The  final  report  of  the  AMA  Task  Force  on 
physician  manpower  was  amended  and 
adopted;  this  report  is  a comprehensive  study 
of  the  manpower  issue,  and  contains  several 
recommendations  for  determining  the  need  for 
physicians’  services  and  for  projecting  the 
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future  supply  of  physicians.  The  report  con- 
tains eight  major  categories  of  recommenda- 
tions, which  include  having  AMA  encourage 
careful  review  by  U.S.  medical  schools  of  the 
size  of  their  current  first-year  enrollment.  The 
report  also  recommends  that  AMA  support 
repeal  of  federal  legislation  and  regulations, 
and  any  state  laws,  which  mandate  maintain- 
ing specified  enrollment  in  U.S.  or  state- 
supported  medical  schools.  Regarding  accred- 
itation criteria,  it  is  recommended  that  they 
always  be  based  solely  on  reasonable  quality 
standards,  and  in  a related  development,  AMA 
should  consider  the  accreditation  of  foreign 
medical  schools  by  the  LOME  or  some  other 
body  in  the  private  sector. 

In  a related  development,  the  delegates 
rejected  a recommendation  that  they  support 
the  eligibility  of  foreign-trained  physicians  for 
licensure  via  the  National  Board  of  Medical 
Examiners  exam  taken  by  graduates  of  U.S. 
and  Canadian  schools.  This  recommendation 
was  contained  in  the  final  report  of  the  Ad  Hoc 
Committee  on  Foreign  Medical  Graduates, 
which  report  had  some  30  recommendations 
in  a variety  of  areas,  including  immigration 
requirements,  clinical  skills  assessments,  and 
physicians’  credentials.  The  report  noted  the 
growing  problems  faced  by  FMGs  in  every 
aspect  of  their  training,  particularly  in  the 
availability  of  residency  positions.  In  approv- 
ing the  report,  delegates  also  recommended, 
among  other  things,  that  the  AMA  strongly 
support  a policy  that  the  corpe  clinical  curricu- 
lum of  a foreign  medical  school  be  provided  by 
that  school,  and  that  U.S.  hospitals  should  not 
offer  substitute  corpe  clinical  experience  for 
foreign  medical  students:  that  support  be  re- 
affirmed for  the  requirement  that  all  medical 
school  graduates  complete  at  least  one  year  of 
graduate  medical  education  in  an  accredited 
U.S.  program  in  order  to  qualify  for  full  and 
unrestricted  licensure. 

After  lengthy  and  heated  debate,  the  House 
approved  a proposal  that  the  AMA  sponsor  a 
national  health  delivery  system  that  could 
market  an  HMO  or  preferred  provider  organi- 
zation. Much  of  the  debate  in  the  House  favor- 
ing the  proposal  pointed  to  the  federal  govern- 
ment’s announcement  that  by  1987,  it  intends 
to  capitate  the  care  of  individuals  covered 
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under  CHAMPUS.  The  proposal  called  for 
development  o^  an  AMA-backed  system  with 
which  the  federal  government  could  contract 
to  care  for  CHAMPUS  beneficiaries.  Although 
a number  of  delegates  urged  the  Association  to 
go  ahead  with  these  plans,  the  House  finally 
decided  to  refer  the  matter  back  to  the  Board  of 
Trustees  for  continued  study.  In  a related 
action,  the  House  adopted  a report  noting  that 
there  are  61  state  and  county  medical  societies 
that  are  participating  in  HMOs,  and  that 
another  26  associations  are  now  establishing 
HMOs  that  are  expected  to  be  operational  this 
year.  In  addition,  67  societies  are  studying  the 
feasibility  of  developing  their  own  HMO.  Five 
states  — Georgia,  South  Dakota,  Mississippi, 
Tennessee,  and  Delaware  — have  either  estab- 
lished or  are  studying  the  feasibility  of  devel- 
oping statewide  HMO  plans. 

In  a new  initiative  designed  to  strengthen 
its  traditional  quality  assurance  activities,  the 
House  adopted  a report  calling  upon  all  physi- 
cians to  renew  their  commitment  to  report  pro- 
fessional misconduct  and  incompetence  and 
to  participate  actively  in  peer  review.  The 
Association  will  also  be  expanding  and 
improving  its  physician  data  bank  so  that  any 
hospital  medical  staff  or  other  appropriate 
bodies  seeking  to  verify  the  credentials  and 
practice  history  of  any  physician  may  receive 
complete  record  verification  within  one  week. 
The  AMA  announced  that  it  would  imme- 
diately review  the  rolls  of  its  280,000  members, 
and  expel  any  member  who  is  engaged  in 
serious  misconduct  or  has  been  found  to  be 
incompetent.  It  will  also  publish  and  make 
available  to  its  members  and  non-members 
comprehensive,  updated  guidelines  for  peer 
review  and  reporting  which  should  provide 
protection  from  liability.  The  Association  will 
also  assist  in  the  defense  of  any  county,  state, 
or  national  medical  society  that  incurs  litiga- 
tion as  a result  of  the  society’s  good  faith 
efforts  at  peer  review  and  reporting  incompe- 
tence. Finally,  the  AMA  will  initiate  a cooper- 
ative effort  with  the  Department  of  Justice  to 
clarify  and  to  expand  areas  of  peer  review  that 
can  be  performed  free  of  antitrust  exposure. 

Under  a resolution  adopted  by  the  House, 
the  AMA  also  will  communicate  to  the  Health 
Care  Financing  Administration  the  need  for 

Del  Med  Jrl,  August  1986— Vol.  58,  No.  8 


active  physician  participation  in  the  develop- 
ment and  implementation  of  the  PRO  Pro- 
gram. The  AMA  will  also  increase  its  com- 
munication with  consumer  organizations, 
such  as  The  American  Association  of  Retired 
Persons,  about  AMA  concern  over  regulations 
that  adversely  affect  the  quality  of  medical 
care.  The  AMA  will  carefully  monitor  the  peer 
review  organization  contract  awards  and 
renewal  processes.  The  American  Medical 
Association  has  adopted  a set  of  principles  to 
be  applied  in  evaluating  pre-admission  review 
programs.  The  House  adopted  these  guide- 
lines in  an  attempt  to  minimize  potential  det- 
rimental impacts  of  pre-admission  review  on 
quality  and  accessibility  of  care.  It  was  noted 
that  voluntary,  focused,  physician-directed 
pre-admission  review  programs  are  clearly 
preferable  to  mandatory,  blanket  review  pro- 
grams imposed  by  the  government  or  third- 
party  payers.  Many  of  the  mandatory,  blanket 
programs  are  now  in  place,  however,  and  the 
number  will  almost  assuredly  grow  in  the 
future.  A number  of  principles  for  evaluating 
these  programs  were  reviewed  in  the  report 
accepted  by  the  House.  In  a related  action,  the 
delegates  adopted  a resolution  to  seek  stan- 
dardization of  administrative  procedures  for 
pre-admission  certification  programs,  includ- 
ing both  the  administrative  requirements  to  be 
met  and  the  forms  to  be  completed. 

There  was  extended  discussion  on  a number 
of  items  addressing  the  professional  liability 
and  insurance  crisis.  A report  of  the  Special 
Task  Force  on  Professional  Liability  detailed 
the  continuing  activities  of  the  Association 
including:  an  update  on  federal  legislation; 
consideration  of  alternatives  to  traditional 
tort  reform;  AMA  activities  with  numerous 
coalitions;  AMA  response  to  allegations  by  the 
Association  of  Trial  Lawyers  of  America; 
increased  activities  in  risk  management;  and 
peer  review  and  discipline  initiatives.  The 
House  adopted  a resolution  calling  on  the 
AMA  to  study  the  desirability  of  establishing 
“liability  courts”  which  would  process  liabil- 
ity cases.  Another  resolution  called  on  the 
AMA  to  provide  state  medical  associations 
with  information  concerning  legal  challenges 
to  tort  reforms  in  various  states.  In  a related 
liability  issue,  the  House  voted  not  to  oppose 
policies  of  hospitals  and  hospital  liability 
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insurance  companies  that  require  physicians 
to  carry  professional  liability  insurance  as  a 
condition  of  medical  staff  membership.  Not- 
ing that  physicians  working  in  hospitals  need 
to  carry  their  own  professional  liability  insur- 
ance in  order  to  protect  their  insured  col- 
leagues from  “deep  pocket”  law  suits,  the 
House  declined  to  pass  a resolution  asking  the 
AMA  to  condemn  mandatory  insurance. 

The  House  adopted  a comprehensive  pro- 
posal to  replace  the  existing  federal  Medicare 
program  with  a new  program  to  finance  health 
care  for  the  elderly.  This  innovative  program 
would  be  pre-funded,  and  designed  to  be  fis- 
cally sound;  would  provide  comprehensive 
protection,  including  catastrophic  coverage; 
would  have  differing  levels  of  beneficiary  cost- 
sharing based  on  ability  to  pay;  would  ensure 
free  choice  among  competing  health  plans 
providing  specified  adequate  benefits;  and 
would  assure  access  to  high  quality  health 
care  by  the  elderly.  The  AMA  plans  wide  dis- 
semination of  these  new  proposals  to  the  exec- 
utive and  legislative  branches  of  the  federal 
government,  other  concerned  groups,  and  the 
public. 

Expressing  deep  concern  over  state  propos- 
als that  would  mandate  Medicare  participa- 
tion as  a condition  of  licensure,  physicians 
attending  the  meeting  voted  to  provide  AMA 
expertise  to  states  where  such  initiatives  are 
pending,  in  order  that  physicians  there  may 
be  assured  that  they  will  continue  to  have  the 
option  to  take  assignment  on  a case-by-case 
basis.  Alarmed  by  a new  Massachusetts  law 
that  requires  Medicare  participation  as  a con- 
dition of  licensure,  the  House  expressed  its 
opposition  to  the  impositon  of  such  laws  wher- 
ever they  are  proposed.  Although  being  chal- 
lenged in  the  courts  by  both  the  Massachu- 
setts Medical  Society  and  the  AMA,  the  first 
court  decision  upheld  the  law;  an  appeal  is 
pending.  Four  states  — Washington,  Rhode 
Island,  California,  and  New  Jersey  — cur- 
rently are  considering  the  enactment  of  sim- 
ilar laws.  Delayed  Medicare  reimbursements 
were  also  widely  criticized  in  testimony  before 
the  House  Reference  Committee,  and  the  dele- 
gates subsequently  adopted  a resolution  expressing 
displeasure  with  HCFA  for  its  current  practice 
of  slowing  these  payments  by  more  than  30 
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days  in  most  cases.  This  action  also  called  on 
the  AMA  to  develop  model  legislation  that 
would  provide  incentives  or  penalties  to  moti- 
vate faster  payments,  and  called  for  reasona- 
ble interest  to  be  paid  for  claims  kept  longer 
that  30  days.  It  was  noted  that  an  official  from 
HHS  has  testified  in  Congress  that  this  delay 
in  Medicare  payments  was  being  accomplished 
in  order  to  generate  interest  revenues  for  the 
Medicare  Trust  Fund.  The  House  adopted 
another  resolution  calling  on  the  AMA  to 
counsel  senior  citizens  on  discrimination  against 
both  physicians  and  beneficiary  that  can 
occur  under  Medicare’s  current  reimbursement 
system.  It  asked  AMA  to  explain  to  represen- 
tatives of  the  elderly  that  the  cost  of  medical 
practice  contiues  to  rise,  while  physician  fees 
under  the  program  are  frozen,  resulting  in  a 
shifting  of  costs  to  Medicare  patients. 

A number  of  actions  were  taken  on  the  broad 
AMA  policy  aimed  at  achieving  a smoke-free 
society  by  the  year  2000.  The  12-point  policy 
was  incorporated  into  a single  resolution, 
passed  by  the  House.  This  directs  the  AMA  to 
pursue  federal  legislation  to  raise  the  federal 
excise  tax  on  cigarettes,  and  to  have  those 
increased  revenues  apportioned  to  Medicare. 
Also,  the  AMA  will  endorse  the  passage  of 
laws  and  other  regulations  prohibiting  smok- 
ing in  public  buildings,  prohibiting  vending 
machine  sales  of  tobacco  products,  and  setting 
the  minimum  legal  age  for  purchasing  tobacco 
products  at  21.  Legislation  will  be  endorsed 
prohibiting  smoking  and  the  sale  of  tobacco 
products  in  health  care  institutions.  Legisla- 
tion is  to  be  endorsed  calling  for  a smoking 
ban  on  all  commercial  airliner  flights  within 
the  continental  United  States.  Smoking  is  to 
be  prohibited  at  all  meetings  sponsored  by  the 
AMA.  A number  of  other  points  were  outlined 
in  this  action,  which  will  not  further  be  reviewed 
here. 

The  House  adopted  a report  dealing  with 
alcohol  advertising,  and  depiction  in  the  pub- 
lic media.  The  report  called  for  additional 
research,  discontinuation  of  alcohol  advertis- 
ing directed  toward  youth,  elimination  of  tele- 
vision program  content  depicting  irresponsi- 
ble use  of  alcohol  without  showing  its  adverse 
consequences,  addition  of  health  education 
labels  on  all  alcoholic  beverage  containers, 
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and  encouragement  of  the  alcohol  beverage 
industry  to  accurately  label  all  product  con- 
tainers as  to  ingredients,  preservatives,  and 
ethanol  content. 

The  House  acted  on  a Board  of  Trustees 
report  dealing  with  emergency  medical  kits  on 
commercial  airliners,  and  agreed  to  continue 
to  petition  the  FAA  to  reconsider  the  inclusion 
of  “ambu  bags”  in  medical  emergency  kits, 
along  with  oxygen  in  containers  capable  of 
supplying  six  liters  per  minute.  As  of  August  1, 
1986,  airliners  must  carry  basic  medical  equipment 
considerably  more  useful  than  the  current 
required  items,  which  do  not  even  include  a 
stethoscope  or  blood  pressure  cuff.  In  a related 
action,  the  delegates  referred  to  the  Board  of 
Trustees  a proposal  that  would  support  efforts 
to  require  commercial  ships  and  planes  carry- 
ing more  than  100  people  on  trips  of  three  or 
more  hours  to  have  on  board  an  automatic 
defibrillator  and  personnel  trained  in  its  use. 

On  Jimell,  1986,  the  AMA  sealed  an  agreement 
with  the  Pentagon,  to  turn  over  its  master  list 
of  U.S.  physicians  for  use  in  national  emer- 
gencies. But  federal  legislation  requiring  mil- 
itary draft  registration  of  health  profession- 
als, which  the  agreement  was  intended  to 
forestall,  remains  alive  in  Congress,  and  its 
sponsor  vows  to  get  it  passed.  Concerned 
about  the  release  of  physicians’  names  with- 
out their  consent,  the  Resident  Physicians 
Section  ordered  its  own  study  of  how  the  AMA 
uses  this  “master-file”  list.  The  list  provides 
only  physicians’  names,  addresses,  and  spe- 


cialties, and  the  Department  of  Defense  is 
obliged  to  keep  the  list  under  tight  security  and 
is  forbidden  to  share  it  with  any  other  federal 
agency.  The  Defense  Department  is  author- 
ized to  use  the  list  only  after  the  President 
formally  declares  a national  emergency  and 
calls  up  additional  reserve  troops.  Since  there 
currently  is  no  draft  law  in  force,  military  offi- 
cials could  use  the  list  only  to  recruit  physi- 
cians, not  to  draft  them.  Reportedly,  this 
would  save  the  authorities  as  much  as  six 
weeks  time  that  would  otherwise  be  spent  in 
compiling  the  information  from  existing  pub- 
lic sources.  Dr.  Sammons  later  addressed  the 
Resident  Section  about  the  issue,  and  told 
them  that  the  list  had  not  yet  been  released, 
and  the  AMA  was  carefully  monitoring  the 
progress  of  legislation  directed  at  drafting 
physicians.  He  also  assured  the  residents  that 
the  AMA  has  strong  safeguards  against  the 
misuse  of  the  list.  The  list  is  used  by  the  AMA 
to  sell  information  to  ten  franchise  list  com- 
panies, which  then  provide  the  information  to 
other  companies  doing  direct  mail  solicitations 
to  physicians  about  such  products  as  pharma- 
ceuticals, medical  journals,  vacations,  office 
furniture,  and  credit  cards.  Upon  request,  the 
AMA  will  remove  a physician’s  name  from  the 
list  for  non-AMA  mailings,  but  no  names  will 
be  removed  from  the  list  sent  to  the  Defense 
Department. 

The  delegates  took  action  on  an  agenda 
additionally  so  broad  that  it  is  impossible  to 
enumerate  fully  in  this  report.  The  interested 
reader  is  referred  to  the  AMA  News  of  June 
27/July  4,  and  July  11,  1986. 
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Your  patient  had  a routine  CBC  and 
Chemistry  Profile  drawn  at  8:30  a.m. 
on  Friday:  if  the  Glucose  Level  was 
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services. 
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technology  that  we  offer  our  clients. 
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The  View  Box 


John  S.  Wills,  M.D.,  Editor . 


BILATERAL  HAND  PAIN 


FIGURE  1 

A coned  down  version  of  the  lower  cervical 
spine. 


A 27  year  old  woman  presented  with  a three 
year  history  of  bilateral  hand  pain  with  swell- 
ing and  numbness.  A similar  one  year  history 
referrable  to  the  legs  was  also  present.  The 
patient  did  not  respond  to  conservative  treat- 
ment. Plain  films  and  a contrast  enhanced  CT 
were  performed. 


Warren  C.  Phillips,  Jr.,  M.D. 

Abraham  J.  Strauss,  M.D. 
Susan  V.  Kattapuram,  M.D. 


FIGURE  2 

A contrast  enhanced  CT  of  the  C5-6  disc. 


WHAT  IS  YOUR  DIAGNOSIS? 


Drs.  Phillips  and  Strauss  are  with  the  Department  of  Radiology,  Milford 
Memorial  Hospital,  Milford,  Delaware. 

Dr.  Kattapuram  is  with  the  Department  of  Radiology,  Harvard  Medical 
School  and  Massachusetts  General  Hospital,  Boston,  Massachusettes. 


The  View  Box  is  an  occasional  feature  of  the  Delaware 
Medical  Journal.  Contributions  are  most  welcome.  For 
more  information,  contact  the  Journal  office  in  Wilmington 
at  658-7596. 
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DIAGNOSIS;  Congenital  cervical  spinal  sten- 
osis with  an  associated  herniated  disc. 


FIGURES 

Normal  lateral  view  of  cervical  spine.  Note 
that  the  posterior  aspect  of  the  facet  joints 
(large  arrows)  and  spinolaminar  line  (small 
arrows)  are  widely  separated.  If  super- 
imposed or  narrowly  separated,  develop- 
mental cervical  spinal  stenosis  should  be 
suspected. 
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Figure  1 shows  a coned  down  view  of  the 
lower  cervical  spine.  A corresponding  radio- 
graph of  another  patient  is  also  presented  for 
the  purpose  of  comparison,  Figure  3.  Figure  1 
reveals  no  significant  degenerative  changes, 
but  does  show  that  the  spinolaminar  line, 
representing  the  posterior  aspect  of  the  spinal 
canal,  overlies  the  shadow  of  the  posterior 
aspects  of  the  facet  joints.  These  two  structures 
are  not  superimposed  in  the  normal  situation, 
as  shown  in  Figure  3.  This  finding  is  strongly 
suggestive  of  developmental  cervical  spinal 
stenosis.  The  anterior  posterior  diameter  of 
the  spinal  canal  is  about  8.5  mm.  The  normal 
measurement  on  plain  films  is  13  mm  or 
greater.  1 

The  CT  scan  at  the  C5-6  disc.  Figure  2, 
shows  a focal  deformity  of  the  contrast  filled 
thecal  sac  on  the  right,  consistent  with  disc 
herniation.  Additionally,  the  AP  diameter  of 
the  thecal  sac  is  reduced,  causing  it  to  have  a 
flattened  appearance.  The  AP  diameter  of  the 
bony  spinal  canal  on  CT  was  7.5  mm.  The 
normal  value  is  12  mm  or  greater.^  This  value 
is  slightly  less  than  the  figure  given  for  the 
plain  film  because  there  is  always  some  mag- 
nification associated  with  plain  radiographic 
images. 

Cervical  spinal  stenosis  may  be  caused  by  a 
variety  of  congenital  or  acquired  conditions, 
and  as  seen  in  Table  1,  may  be  localized  of 
diffuse.  1 The  radiographic  findings  in  the 
present  case  refer  to  diffuse  developmental 
narrowing.  This  condition  may  be  easily  over- 
looked due  to  subtle  plain  film  findings  and 
nonspecific  signs  and  symptoms.  The  remain- 
der of  this  article  will  focus  on  this  entity. 


TABLE  1 

Simplified  Classification  of  Cervical  Spinal  Stenosis 

Localized  Diffuse 

Congenital  -bony  anomalies  at  -developmental 

skull  base  and  CI-1  narrowing 

-achrondoplasia 

Acquired  -CI-2  dislocations  -degenerative  joint 

(usually  due  to  disease 

rheumatoid  arthritis) 

-Paget’s  disease 
-trauma 

-degenerative  joint 
disease 

-herniated  disc 


TABLE  2 

Developmental  Cervical  Spinal  Stenosis 
Summary  of  Pertinent  Features 


Age 

middle  adult 

Sex,  Race 

no  strong  preference 

Associated 

-not  a generalized  disorder 

Conditions 

-not  familial 

-occasional  association  with  lum- 
bar spinal  stenosis 

Symptoms 

-nonspecific 

-duration;  months— years 
-affects  arms/legs 

Anatomical 

-diffuse  decreased  sagittal  diame- 
ter of  canal 

-superimposed  DJD  usually  pres- 
ent often  mild 

-involves  lower  cervical  spine 

Workup 

-plain  film 

-CT  with  intrathecal  contrast 
-myelogram:  less  helpful  than  CT 

Treatment 

multiple  level  laminectomy 

Treatment  Results 

good 

Problems  usually  begin  during  adulthood, 
most  commonly  involving  ages  30  through  60, 
Table  2.  There  is  no  strong  preference  for  any 
race  or  sex,  although  some  series  show  a pre- 
ponderance of  men.2  This  is  not  a generalized 
skeletal  disorder;  most  cases  are  sporadic. 
However,  some  authors  emphasize  that  there 
may  be  an  associated  lumbar  stenosis.^’® 


Unfortunately,  the  signs  and  symptoms  are 
nonspecific  and  may  have  been  present  for 
years.  These  are  often  referrable  to  both  the 
upper  and  lower  extremities,  although  symp- 
toms limited  to  either  are  not  infrequent,  i '*-® 
These  include  weakness  and  numbness,  inter- 
osseous atrophy,  ataxia  and  quadriparesis. 
Similar  findings  are  also  characteristic  of 
degenerative  disease  of  the  spinal  cord,  such 
as  multiple  sclerosis,  amyotrophic  lateral  scler- 
osis, syringomyelia,  tumor,  and  central  disc 
herniation.  Radicular  signs  and  symptoms 
may  or  may  not  be  present. 


The  signs  and  symptoms  are  closely  corre- 
lated with  the  degree  of  cord  compression.® 
Cord  compression  is  a constant  feature  and 
causes  local  ischemia  which  is  believed  to  be 
the  only  significant  pathologic  mechanism  in 
this  disordei”*  ® It  should  not  be  surprising  that 
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patients  with  spondylolytic  cervical  myelo- 
pathy have  a narrower  spinal  cord  on  the 
average  than  the  general  population.®  '^ 

Anatomical  considerations  show  that  the 
major  deformity  is  a reduction  in  the  AP  dia- 
meter of  the  bony  canal. ^ ® The  critical  area  is 
the  lower  cervical  canal  where  the  spinal  cord 
occupies  almost  all  of  the  available  space.  The 
transverse  diameter  is  affected  to  a much 
lesser  degree.  Other  bony  changes  which  are 
characteristic  of  lumbar  spinal  stenosis,  in- 
cluding thick  pedicles,  facets,  or  lamina,  and 
lateral  recess  narrowing,  are  not  present.® 

Symptoms  usually  do  not  develop  until 
degenerative  disease  appears.  This  can  devel- 
op in  any  one  or  more  of  the  basic  anatomical 
regions;  central  canal,  subarticular  canal  (root 
sleeve),  or  intervertebral  foramina.®  Mild 
changes  are  often  sufficient  to  produce  cord 
compression.  Good  correlation  usually  exists 
between  the  degree  of  cord  compression  and 
the  degree  of  symptoms.®  Compression  is  pro- 
duced by  a number  of  factors,  including  osteo- 
phytes, which  are  associated  with  bulging 
annulus,  degenerative  changes  of  adjacent 
synovial  joints  (eg,  joints  of  Luschka,  and 
facet  joints);  bulging  and/or  herniation  of  a 
disc;  hypertrophy,  with  or  without  ossification 
of  the  ligamentum  flavum;  or  ligamentous 
laxity,  which  allows  articular  facets  to 
telescope  (shingling),  and  the  ligamentem 
flavum  to  buckle,  or  spondylolisthesis  to 
develop.  Multiple  factors  are  often  found.  The 
amount  of  compression  can  be  increased  by 
excessive  lordosis  and/or  hyperextension.^ 
Frequently,  a combination  of  the  above  results 
in  a “pincer  mechanism,”  causing  focal  cord 
compression.®’® 

The  radiological  workup  is  straightforward. 
The^AP  diameter  of  the  cervical  canal  is  easily 
measured  because  the  spinolaminar  line  is  vis- 
ible. If  this  line  should  not  be  visible  on  a good 
quality  lateral  view  of  the  cervical  spine 
because  it  is  obscured  by  facet  joints,  congeni- 
tal cervical  spine  stenosis  should  be  suspected. 
A measurement  of  13  mm  or  less  is  considered 
abnormal.  The  spinolaminar  line  is  usually 
not  visible  in  the  lumbar  area  because  it  is 
obscured  by  the  dense  articular  facets.  Addi- 
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tionally,  degenerative  changes  may  also  be 
visible.  These  include  osteophytes,  narrow 
discs,  misalignment  of  the  vertebra,  and 
encroachment  of  the  intervertebral  foramina. 
However,  many  important  findings  are  not 
visible,  including  subtle  but  significant  degen- 
erative changes,  disc  bulge  and/or  herniation, 
and  ligamentum  flavum  hypertrophy. 

The  next  step  in  the  workup  would  be  a 
myelogram  and/or  CT.  In  general,  myelo- 
graphy is  felt  to  be  superior  to  CT  for  evalua- 
tion of  the  nerve  roots,  but  CT  is  superior  for 
central  disc  herniation,  and  canal  size  or 
shape. In  the  present  case  the  myelogram 
was  far  less  helpful  than  the  contrast  enhanced 
CT,  which  is  in  keeping  with  the  results  of 
others.^  The  myelogram  is  usually  performed 
first,  and  a CT  scan  follows  within  several 
hours. 

The  technique  of  CT  is  important.  In  the 
cervical  area  the  technique  used  depends  on 
the  purpose  of  the  scan.  In  general,  thick  sec- 
tions (eg,  5-10  mm)  give  the  best  contrast  reso- 
lution, but  thin  sections  (eg,  1-2  mm)  are  best 
for  spatial  resolution.  Bony  detail  is  adequate- 


ly seen  using  low  radiation  levels,  but  soft 
tissue  visualization  requires  a much  higher 
amount.  Unfortunately,  the  visualization  of 
the  discs  in  the  cervical  area  require  both  con- 
trast and  spatial  resolution  to  be  high.  This  is 
best  accomplished  using  contrast  enhance- 
ment of  the  thecal  sac  and  thin  sections  cen- 
tered parallel  to  the  disc.’^'^'^ 

Alternate  techniques  have  been  proposed  by 
some,  but  to  date  have  not  received  widespread 
acceptance.  These  include  plain  CT,  plain  CT 
with  intravenous  enhancement  of  the  arteries 
and  veins,  discography  and  magnetic  reso- 
nance imaging  (MRI).  The  first  two  techniques 
are  available  to  any  institution  possessing  a 
CT  scanner,  and  are  advocated  by  some.^'*  Dis- 
cography may  be  useful  if  the  patient’s  signs 
and  symptoms  are  not  adequately  explained 
by  myelography  or  CT. MRI  imaging  appears 
promising,  but  the  great  cost  of  such  equip- 
ment is  a definite  drawback. At  present,  CT 
appears  superior  for  herniated  discs,  bony 
canal  narrowing,  and  degenerative  changes, 
whereas  MRI  is  superior  for  degenerated  disc, 
diseases  of  the  cord,  and  possibly  for  tumors. 
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The  treatment  is  based  on  the  fact  that  this 
disorder  is  considered  to  be  a “benign”  dis- 
order.^ The  results  of  surgical  therapy  are  usu- 
ally good,  despite  the  frequent  presence  of 
complicating  factors,  such  as  a long  history 
and  advanced  age.  Surgical  treatment  may  be 
performed  using  an  anterior  or  a posterior 
approach.^  The  anterior  approach  is  best  suited 
for  disc  excision  and  fusion;  the  posterior 
approach  is  used  to  perform  a laminectomy 
along  with  a possible  foramenectomy  and 
hemi-facetectomies.^*^  Generally,  laminectom- 
ies at  several  levels  are  performed  to  provide 
adequate  room  for  the  spinal  cord  in  the  entire 
lower  cervical  area.  Exploration  of  the  disc  is 
difficult  from  the  posterior  approach.^ 

In  summary,  developmental  cervical  spinal 
stenosis  is  a benign  condition  that  usually 
responds  well  to  therapy.  The  diagnosis  is  not 
difficult  using  current  radiological  techniques. 
Unfortunately,  the  signs  and  symptoms  are 
nonspecific  and  often  longstanding;  so  the 
condition  may  easily  be  overlooked.  It  is  to 
be  hoped  that  an  increased  awareness  of  this 
entity  will  lead  to  earlier  diagnosis  and 
treatment. 
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The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 
Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


THE  DESTROYING  ANGEL,  by  John  Money, 
Prometheus  Books,  Buffalo,  1984.  210  pp. 
Price  $19.95. 

Although  Dr.  John  Money  is  probably  best 
known  for  his  interest  in  patients  with  sexual 
identity  problems  and  his  association  with 
gender  alteration,  his  interest  in  human  sexu- 
ality extends  far  beyond  this  narrow  area.  He 
has  an  extensive  bibliography  covering  many 
areas  of  psychological  and  medical  aspects  of 
human  sexuality. 

The  present  book  is  a rambling,  loosely 
organized  discourse  on  the  history  of  anti- 
sexuality through  the  ages.  This  book  begins 
with  amusing  accounts  of  Dr.  John  Kellogg, 
and  his  development  of  cornflakes  as  a health 
food  which  would  serve  as  an  adjuvant  to 
supress  sexuality.  The  author  then  meanders 
backwards  in  time  to  Biblical  attitudes  toward 
sexuality.  The  Christian  era  is  marked  by 
ambivalent  attitudes  toward  sexuality,  with 
alternating  acceptance  and  rejection  of  liberal 
ideas.  The  appalling  atrocities  during  the 
Inquisition  and  the  subsequent  popularity  of 
witch  burning  over  the  next  several  hundred 
years  is  related  to  a belief  that  sexuality  was 
inspired  by  the  devil.  Thus,  millions  of  deaths 
were  at  least  in  part  related  to  the  sexual  mores 
of  the  time. 

This  is  an  entertaining  book,  and  for  those 
who  have  grown  up  in  a period  of  sexual 
enlightenment,  it  is  disturbing  to  see  the  milieu 
upon  which  our  present  social  order  is  founded. 
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There  is  a cyclic  nature  to  social  custom,  and 
perhaps  we  will  return  to  the  more  straight- 
laced  lifestyle  of  the  last  century.  In  such  an 
occurrence  I am  sure  we  shall  all  be  eating 
cornflakes  again. 

William  L.  Jaffe,  M.D. 

CLINICAL  GYNECOLOGIC  ONCOLOGY, 
2nd  Edition  by  Philip  Di  Saia  and  William 
Creasman,  C.V.  Mosby,  Co.,  Princeton,  N.J., 
1984.  580  pp.  Ulus.  Price  $43.95. 

The  first  edition  of  this  book,  published  in 
1981,  filled  a void  in  the  gynecologic  literature. 
Previously,  there  seems  to  have  been  no  stan- 
dard text  on  gynecologic  oncology  which  was 
suitable  for  students  and  residents  as  well  as 
for  practicing  gynecologists  and  oncologists. 
The  rapid  acceptance  which  the  previous  edi- 
tion gained  speaks  not  only  for  its  excellence 
as  a text,  but  for  the  timeliness  of  its  publica- 
tion as  well. 

This  second  edition  continues  the  high  stan- 
dards of  scholarship  and  utility  set  by  the  first. 
New  topics  include  the  relationship  of  viral 
infections  to  female  genital  cancer,  estrogen 
replacement  therapy,  and  blood  component 
therapy.  The  discussions  of  the  various  ma- 
lignancies have  been  extensively  revised  to 
reflect  new  findings  and  ideas.  The  book  dis- 
cusses invasive  and  prein vasive  diseases  of 
the  female  genital  tract,  DES  exposure,  the 
gynecologist’s  role  in  the  management  of 
breast  disease,  cancer  in  pregnancy  (including 
extra-pelvic  diseases),  tumor  immunology,  and 
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complications  of  disease  and  of  therapy.  Al- 
though it  is  not  a textbook  of  pathology, 
enough  histologic  examples  are  given  to  orient 
the  reader  to  the  pathologist’s  view  of  female 
genital  cancer.  Controversies  in  the  selection 
of  surgical  and  medical  therapy  are  covered  in 
a relatively  unbiased  and  complete  manner, 
and  excellent  data  are  always  presented  to 
buttress  the  authors’  points  of  view.  There  is 
an  excellent  chapter  on  the  evaluation  of  the 
asymptomatic  pelvic  mass,  one  of  the  frequent 
and  perplexing  problems  in  gynecology. 

The  text  is  detailed  yet  clear  and  lucid,  the 
illustrations  are  well-chosen  and  printed,  and 
the  extensive  references  are  up  to  date.  The 
authors’  literary  style  is  easy  to  read  & 
straightforward.  I would  recommend  it  highly. 

Robert  S.  Howe,  M.D. 

PRINCIPLES  AND  PRACTICE  OF  GYNECO- 
LOGIC LASER  SURGERY,  by  Joseph  H.  Bei- 
lina, M.D.  and  Gaetano  Bandieramonte, 
M.D.,  Ph.  D.  Plenum  Medical  Book  Company, 
New  York,  1984.  280  pp.  Price  $39.50. 

This  280  page  text  is  intended  to  be  “a  source 
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of  reference  and  a stimulus  to  advance  laser 
surgery  to  the  status  of  an  exact  technique  in 
all  branches  of  medicine.”  The  authors,  both 
prominent  in  the  development  of  gynecologic 
laser  surgery,  have  organized  their  informa- 
tion into  six  chapters  which  discuss,  in  turn, 
bioeffects  of  laser  energy,  and  the  clinical 
applications  of  the  technique  in  gynecology. 

The  text  is  clear,  to  the  point,  and  detailed 
without  becoming  tedious.  The  chapter  on  the 
physics  of  laser  energy  presumes  no  familiar- 
ity with  quantum  mechanics,  but  makes  the 
concepts  of  molecular  excitation  and  energy 
levels  seem  straightforward.  The  chapter  on 
bioeffects  becomes  a bit  thick  with  calculus  at 
times,  but  the  summary  and  conclusions  the 
authors  draw  allow  non-mathematicians  to 
understand  adequately  the  manner  in  which 
the  laser  works  on  human  tissue.  Clinical 
applications  are  described  in  gratifying  detail. 
Each  laser  operation  is  mentioned  separately, 
with  full  discussion  of  the  pre-operative  evalu- 
ation, indications,  and  contraindications.  The 
reader  is  talked  through  each  of  the  major 
laser  operations  (such  as  cervical  vaporiza- 
tion, cone  biopsy,  vaporization  of  vulvar 
lesions)  and  post-operative  care  is  described 
fully.  Intra-abdominal  use  of  the  laser  is  given 
adequate  space. 

Appendices  include  a series  of  articles  on  the 
use  of  the  Zeiss  Operating  Microscope,  patient 
information  forms,  information  on  laser  certi- 
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fication,  terminology,  and  legal  issues.  Refer- 
ences are  generous  and  illustrations  are  clear 
and  helpful.  Enough  “nuts  and  bolts”  sugges- 
tions are  given  to  help  the  reader  devise  his 
own  office-based  system,  and  to  help  keep  the 
aspiring  laser  surgeon  out  of  serious  trouble. 

This  is  a concise  and  valuable  text  which 
will  be  of  interest  to  gynecologists  and  gyn 
residents  who  intend  to  use  the  laser  in  their 
practices.  Given  the  expanding  multitude  of 
uses  for  the  laser  in  gynecologic  diagnosis  and 
therapy,  it  would  seem  prudent  for  all  gyne- 
cologists in  training  to  become  proficient  with 
this  instrument.  I have  not  seen  a text  or  set  of 
articles  which  provide  better  reference  mate- 
rial for  the  laser  than  this  book. 

Robert  S.  Howe,  M.D. 

PSORIATIC  ARTHRITIS,  edited  by  Lynn  H. 

Gerber,  M.D.  and  Luis  R.  Espinoza,  M.D. 

Grune  and  Stratton,  Orlando,  Florida,  1985. 

Price  Unavailable. 

This  is  a short  monograph  that  reviews  our 

current  understanding  of  psoriatic  arthritis. 

Psoriasis  is  a common  skin  condition  perhaps 


affecting  3%  of  the  population.  Fifteen  percent 
of  patients  with  psoriasis  will  develop  one  of 
several  patterns  of  arthritis  complicating  their 
skin  disease.  Therefore,  psoriatic  arthritis  is  a 
relatively  common  form  of  arthritis  in  the 
population.  The  original  clinical  descriptions 
of  psoriatic  arthritis  were  made  by  Professors 
Moll  and  Wright  in  Great  Britain.  Although 
psoriatic  arthritis  has  been  recognized  for 
decades,  a great  deal  has  been  learned  about 
this  arthropathy  which  is  now  classified  as 
one  of  the  family  of  arthritic  conditions  that 
we  refer  to  as  spondyloarthropathies.  In  this 
monograph  the  epidemiology  etiopathogen- 
esis,  clinical  manifestations,  natural  history, 
and  treatment  are  reviewed  by  a spectrum  of 
contributors  active  in  the  field.  It  is  an  interest- 
ing and  well  written  text.  It  supplements  exist- 
ing textbooks  of  rheumatology  and  several 
recent  texts  devoted  to  the  topic  of  spondyloar- 
thopathy  as  a whole.  It  is  of  interest  certainly 
to  rheumatologists  and  dermatologists.  It  is 
too  detailed  for  the  generalist  with  an  occa- 
sional patient  with  psoriatic  arthritis. 

James  H.  Newman,  M.D. 
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In  Brief 


IMPAIRED  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
PHYSICIAN  TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
PROGRAM  (302)  654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 

PLASTIC  SURGERY  An  intensive  course  in  the  principles  and  methods  of  soft  tissue  expansion  in 
FCM  plastic  and  reconstructive  surgery  will  be  offered  September  23-25, 1986,  at  the 

FOUNDATIO^N  jjershey  Hotel  and  Country  Club.  The  course  is  sponsored  by  the  Plastic 
Surgery  Educational  Foundation,  and  is  accredited  for  17  hours  of  Category  I 
credit.  Registration  fees  must  be  made  by  August  23, 1986.  For  more  informa- 
tion, please  call  the  Registrar  at  312-856-1818. 


38TH  ANNUAL  “Care  for  America”  is  the  theme  of  the  38th  Annual  AAFP  Convention,  to  be 
AAFP  held  this  year  in  Washington,  D.C.  The  1986  Congress  of  Delegates  will  be 
CONVENTION  September  27-29,  1986,  and  the  1986  Scientific  Assembly  will  run  from 
September  29  through  October  2,  1986.  For  information  concerning  hotel 
accommodations,  scientific  program  and  family  activities,  please  call  AAFP 
Housing  and  Registration  Department  at  800-821-2512.  Cut-off  date  for 
requests  for  hotel  rooms  and  convention  events  is  August  29,  1986. 
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fertility; 

(5)  Hazardous  occupational  exposures. 
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or  write: 
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Prime  location,  just  off  1-95,  less  than  5 
minutes  from  Christiana  Hospital. 
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Please  Call 

738-5306 

To  Inquire 

(if  no  answer,  call  475-0928) 
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WHAT  CAN  SOCIETY  AFFORD? 


The  proliferation  of  medical  techniques,  instrumentation,  and  dictums 
seems  to  be  leading  to  ever-increasing  medical  costs  and  patient  confusion.  In 
its  pursuit  of  perfection,  is  medicine  creating  new  standards  which  are  some- 
times impossible  for  the  practicing  physician  to  achieve? 

As  an  example,  the  American  Cancer  Society’s  current  breast  cancer  pro- 
gram recommends  a mammogram  at  or  before  age  40,  and  yearly  examina- 
tions after  age  50.  In  a community  of  400,000,  one  could  expect  some  70,000 
women  in  this  age  bracket.  If  my  figures  are  reasonably  accurate,  this  would 
mean  approximately  200  examinations  every  day  of  the  year.  The  commun- 
ity would  need  ten  facilities  capable  of  20  examinations  per  day,  and  at  $80 
per  examination,  the  cost  would  be  over  $5  million  a year.  Could  any  commun- 
ity handle  this  patient  volume?  Would  the  community  be  ready  or  able  to 
spend  the  money?  Does  the  average  patient  want  such  testing? 

What  about  colonoscopy  versus  sigmoidoscopy?  The  current  recom- 
mendation is  for  yearly  colonoscopy  for  everyone  over  35  years  of  age.  At  $300 
per  colonoscopy  (a  conservative  cost  estimate)  I see  the  perfect  program 
costing  the  community  $50  million  per  year.  Are  there  even  enough  qualified 
physicians  to  carry  out  such  a program?  I fear  that  we  could  be  overwhelmed 
hy  numerous  and  expensive  recommended  procedures. 

Another  problem  is  the  modification  of  recommended  programs,  such  as 
cytology  testing  of  cervical  scrapings.  These  could  radically  alter  medical 
costs  and  patient  volume.  Can  the  community  tolerate  the  financial  burden? 

The  Cancer  Society’s  new  guidelines,  I believe,  bring  disagreement  in 
physician  groups,  and  also  lower  patient  confidence  in  any  newly  recom- 
mended program. 


John  H 


John  H.  Benge,  M.D. 
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LYME  DISEASE:  NEW  INSIGHTS 


Gregory  A.  Kujala,  M.D. 


BACKGROUND 

I The  clinical  entity  now  called  Lyme  disease 
I was  first  recognized  in  1975  by  two  women 
I from  Lyme,  Connecticut,  who  independently 
i notified  the  Public  Health  Department  about 
I an  apparent  epidemic  of  unusual  arthritis. 
'I  The  first  woman  reported  13  cases  of  newly 
diagnosed  j u venile  rheumatoid  arthritis  in  her 
I neighborhood,  one  being  her  daughter.  The 
other  reported  that  four  of  the  six  members  of 
her  family  had  recently  developed  some  form 
, of  connective  tissue  disease.  These  women 

I suspected  an  infection. 

ij  The  message  passed  on  to  the  Centers  for 
If  Disease  Control  (CDC),  which  then  contacted 

I I Dr.  Allen  Steere  at  the  Section  of  Rheumatol- 
I ogy  at  Yale.  They  proceeded  to  unravel  the 
i I nature  and  cause  of  the  illness,  first  by  solid 
I epidemiologic  studies,  and  later  by  clinical 
(i  and  laboratory  investigations.  What  they 
I i initially  reported  at  the  1976  American  Rheu- 
I matism  Association  Meeting  was  that  Lyme 
i arthritis  occurred  mainly  in  the  knee,  could  be 
1 recurrent,  was  associated  with  flu-like  pro- 

I After  finishing  a residency  at  The  Medical  Center  of  Delaware,  Dr.  Kujala 

> 1 was  a fellow  in  the  Division  of  Rheumatology,  Department  of  Internal 
I 1 Medicine  at  the  University  of  Virginia  in  Charlottesville,  Virginia.  He  is 
I 1 currently  an  instructor  in  Rheumatology  at  West  Virginia  University 
• 1 School  of  Medicine,  Morgantown,  West  Virginia. 


dromal  illness,  and  in  two  cases,  an  unusual 
rash  was  present.  Steere  and  his  colleagues 
thought  it  was  probably  a new  clinical  entity, 
and  strongly  suspected  an  infectious  etiology 
with  a crawling  vector.  ^ ^ 

The  rash  was  identified  as  erythema  chron- 
icum  migrans  (ECM),  known  in  Europe  for 
many  years  and  in  the  United  States  since 
1970.3’^  ECM  came  to  serve  as  a useful  early 
marker  for  Lyme  disease,  and  enabled  Dr. 
Steere  and  his  associates  to  collect  patients  for 
both  retrospective  and  prospective  studies. 
One  patient  who  subsequently  developed  ECM 
and  other  signs  and  symptoms  of  early  Lyme 
disease  saved  a tick  that  had  bitten  his 
shoulder.  The  tick,  the  hypothesized  crawling 
vector,  was  a member  of  the  Ixodes  family, 
which  are  about  the  size  of  a period  in  the 
newspaper.  Ixodes  dammini  is  the  species 
found  in  the  northeastern  United  States. 

Epidemiologic  studies  have  since  correlated 
the  distribution  of  Ixodid  ticks  with  areas 
endemic  with  Lyme  disease.^®  Lyme  disease 
has  now  been  reported  in  at  least  24  states, 
mainly  in  the  northern  half  of  the  United 
States,  as  well  as  in  18  other  countries.^  Inci- 
dence peaks  in  the  summer  months. 
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The  etiologic  agent  of  Lyme  arthritis  was 
sought  in  cultures  and  biopsy  specimens 
without  success  until  1982,  when  Dr.  Willy 
Burgdorfer  and  his  associates  reported  isolat- 
ing spirochetes  from  the  gut  tissue  of  I.  dam- 
mini  ticks.®  They  injected  the  spirochetes  into 
rabbits,  which  then  developed  an  ECM-like 
rash.  Similar  observations  have  subsequently 
been  made  in  other  animals.  Burgdorfer’s 
group  also  demonstrated  that  sera  from  Lyme 
patients  contained  antibodies  against  this 
spirochete,  which  has  since  been  named  Bor- 
relia  burgdorferi.^ 

CLINICAL  PRESENTATION 

As  more  cases  of  Lyme  arthritis  were  diag- 
nosed, additional  clinical  manifestations  were 
found,  and  the  illness  was  renamed  Lyme  dis- 
ease.^ There  are  currently  many  good  descrip- 
tions of  the  early,  late,  and  unusual  features  of 
Lyme  disease  in  the  literature.  Table  1 lists  the 
ones  seen  most  commonly.  Lyme  disease  be- 
gins with  a flu-like  illness;  malaise,  fatigue, 
and  lethargy  are  the  most  common  symptoms. 
Lymphadenopathy,  which  is  regional  initially, 
but  may  become  generalized  later,  and  fever, 
are  the  most  common  findings.^o  i^  The  symp- 
toms and  signs  listed  in  Table  1 are  for  the 
most  part  non-specific;  therefore,  the  ECM 
rash  and  the  epidemiologic  features  become 
important  considerations.  This  is  because 
Lyme  disease  can  be  treated,  given  an  accu- 
rate and  sufficiently  early  diagnosis,  and  in 
many  patients,  the  more  serious  sequelae  can 
be  avoided. 

Moffat,  et  al,  defined  the  clinical  stages  of 
Lyme  disease  in  terms  of  both  severity  and 
activity.  A score  of  0 corresponds  with  no 
disease,  or  completely  resolved  disease.  The 
complexity  and  severity  increases  as  the  scale 
moves  toward  6-i-  sick.  ECM  and  minor  or 
major  symptoms  constitute  early  disease. 
Arthritis  is  mild  and  mono-  or  oligoarticular  at 
first,  then  becomes  more  severe  and  wide- 
spread. Serious  neurologic,  cardiac,  and  arth- 
ritic involvement  appear  later,  generally  giv- 
ing the  patient  a 4+  or  higher  score.  Figure  1 
depicts  the  relative  frequencies  of  the  compli- 
cations of  Lyme  disease.  Of  all  patients  with 
ECM,  10%  developed  cardiac,  15%  neurologi- 
cal, and  about  60%  arthritic  disease. 
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The  dermatologic  manifestations  begin 
about  seven  days  after  the  tick  bite.  ECM 
starts  as  a macule  or  papule  that  expands  with 
an  erythematous  and  often  raised  border, 
often  followed  by  central  clearing.  The  skin 
manifestations,  probably  a result  of  superfi- 
cially spreading  infection  from  the  spirochete, 
occurs  in  about  95%  of  all  patients.  Secondary 
lesions,  which  occur  in  50%  of  patients,  are  not 
believed  to  be  due  to  additional  tick  bites.  The 
skin  lesions  fade  after  about  three  weeks,  but 
can  reappear.^  !'’ 

Cardiac  manifestations  are  seen  in  about 
10%  of  Lyme  disease  patients.  First  and  second 
degree  heart  block  can  be  asymptomatic  and 


TABLE  1 

Clinical  Manifestations  of  Lyme  Disease 


Dermatologic 

Erythema  Chronicum  Migrans 

Secondary  annular  lesions 

Malar  rash  and  pharyngial  erythema 

Constitutional 

Malaise,  fatigue,  lethargy 

Headache 

Fever  and  chills 

Myalgias,  arthralgias,  stiff  neck,  backache 
Sore  throat,  non-productive  cough 
Nausea,  vomiting,  anorexia 

Lymphadenopathy 

Generalized,  splenomegaly 

Cardiac 

Palpitations,  syncope,  dyspnea,  chest  pain 

Neurologic 

Meningeal  irritation,  encephalopathy, 
cranial  neuritis,  sensory /motor  radiculo- 
pathies, mononeuritis  multiplex,  chorea, 
cerebellar  ataxia. 

Arthritic 

Acute  oligoarticular  (knees),  asymmetric, 
chronic-recurrent  (large  and  small  joints) 

Other 

Conjunctivitis,  iritis,  maternal- fetal 
transmission 
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FIGURE  1 

The  Relationship  of  the  Clinical  Manifestations 
of  Lyme  Disease 


The  area  within  the  circles  represents  the  approximate  relative  frequencies  of  the  various 

manifestations  in  untreated  Lyme  disease. 


can  fluctuate  rapidly.  Complete  heart  block  is 
less  common  and  usually  is  not  permanent. 
Myopericardial  involvement  can  present  as 
chest  pain  or  dyspnea.  Marcus,  et  al,  reported 
a case  of  Lyme  carditis,  and  addressed  the 
question  of  the  utility  of  doing  routine  electro- 
cardiograms on  patients  with  Lyme  disease 
who  are  asymptomatic  for,  and  may  lack 
signs  of,  cardiac  involvement.  Their  patient 
developed  a subsequently  fatal  illness  com- 
patible with  either  babesiosis  or  Lyme  disease 
and  probably  was  infected  with  both  organ- 
isms. He  had  no  antemortem  cardiac  symp- 
toms, and  very  little  cardiac  abnormality  on 
exam.  There  was  certainly  not  enough  clini- 
cally to  suggest  that  all  layers  of  his  heart 
were  inflamed,  or  that  his  myocardium  con- 
tained spirochetes,  as  were  found  on  autopsy. 
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Marcus,  et  al,  suggested  that  the  possibility  of 
such  unrecognized  cardiac  involvement  argues 
in  favor  of  performing  routine  electrocardio- 
grams.^® 

Neurological  involvement  occurs  in  15%  of 
patients.  The  spectrum  of  severity  runs  from 
the  fairly  common  early  symptoms  of  men- 
ingeal irritation,  to  frank  meningoencephah- 
tis  mixed  with  cranial  and  peripheral  neurop- 
athies.^^'i®  Facial  palsies  are  common,  oc- 
curring in  10%  of  patients.  Clark,  et  al,  reported 
a 99%  spontaneous  recovery  rate  of  untreated 
facial  palsies  with  a mean  of  30  days  to  full 
recovery.i^ 

Ocular  involvement  was  described  in  a 
patient  who  developed  iritis  that  went  on  to 
panophthalmitis  and  unilateral  blindness.^ 
Spirochetes  were  found  in  the  vitreous  puru- 
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lence  during  surgery  on  her  eye.  She  had  devel- 
oped fairly  typical  Lyme  disease  manifesta- 
tions, including  ECM  and  diagnostic  IFA 
titers.  She  was  initially  treated  with  a cepha- 
losporin, then  tetracycline  for  two  weeks 
before  developing  the  iritis.  The  authors  made 
the  point  that  Lyme  disease  is  only  marginally 
responsive  to  the  cephalosporins,  and  that 
appropriate  therapy  includes  high  dose  intra- 
venous penicillin. 

Arthritis  develops  in  as  many  as  60%  of 
untreated  patients,  appearing  as  soon  as  three 
weeks  after  onset  of  the  flu-like  symptoms,  or 
taking  as  long  as  months  to  manifest.  It  occurs 
most  commonly  in  the  knee,  but  later  can 
affect  other  large  joints,  and  the  wrists  and 
fingers  as  well.  The  distribution  is  asymmet- 
ric, with  recurrence  of  acute  flares,  often  in  the 
same  joint  or  joints.^^i  Erosive  disease  can 
occur  in  chronically  inflamed  large  joints.^^ 
Lyme  arthritis  is  not  associated  with  morning 
stiffness  or  nodules,  thus  further  differentia- 
ting it  clinically  from  rheumatoid  arthritis.^^ 

Maternal-to-fetal  transmission  of  B.  burg- 
dorferi has  also  been  described  in  a mother 
who  was  symptomatic  for  Lyme  disease  in  her 
first  trimester,  but  went  untreated.  Her  infant 
was  born  at  35  weeks  in  respiratory  distress 
and  died  after  39  hours,  evidentially  from 
numerous  cardiovascular  abnormalities.  At 
autopsy,  spirochetes  were  found  in  the  infant’s 
spleen,  kidneys,  and  bone  marrow.  The 
authors  recommend  that  Lyme  disease  ac- 
quired during  pregnancy  be  treated  with  peni- 
cillin, or  if  penicillin  allergy  is  present,  with 
erythromycin,  250  mg  QID  for  ten  to  20  days.^3 

DIAGNOSTIC  TESTS 

The  laboratory  findings  shown  in  Table  2 
are  for  the  most  part  non-specific,  an  elevated 
ESR  and  total  serum  IgM  level  being  the  most 
common. 1013  Mild  anemia,  lymphopenia  and 
mild  elevations  of  serum  enzymes  are  seen. 
The  EKG  abnormalities  consisting  of  varying 
degrees  of  atrio-ventricular  block,  and  ST/T 
wave  changes  suggesting  myopericarditis 
have  already  been  alluded  to.  Lymphocytic 
pleocytosis  of  the  cerebrospinal  fluid  (CSF) 
and  decreased  CSF  glucose  (relative  to  serum) 
are  also  seen.  Synovial  fluid  cell  counts  range 
from  500  to  100,000  cells  (average  25,000  cells), 
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with  a predominance  of  polymorphonuclear 
cells.  Radiographs  of  large  joints  can  show 
erosive  changes. Cryoglobulins  and  in- 
creased Clq  binding  activity,  both  measures  of 
circulating  immune  complexes,  are  commonly 
found  during  early  stages  of  the  illness.^’^® 

The  more  specific  laboratory  findings  in- 
clude the  indirect  fluorescent  antibody  (IFA) 
titer  of  IgM-anti-B.  burgdorferi  antibodies, 
which  peaks  at  three  to  six  weeks,  and  an 
elevated  IFA  for  IgC,  which  is  seen  in  associa- 
tion with  established  Lyme  arthritis.  IFA 
titers  greater  than  1:128  are  diagnostic.^^  Anti- 
bodies against  B.  burgdorferi  can  also  be 
detected  and  quantified  by  an  enzyme-linked 
immunosorbent  assay  (ELISA). 

TABLE  2 

Laboratory  Findings  in  Lyme  Disease 
Non-specific 

Elevated  ESR  and  serum  IgM  level 
Cryoglobulins  and  elevated  Clq  Binding 
Assay  titer 

Elevations  of  SCOT,  SCPT,  LDH 
Mild  anemia  and/ or  lymphopenia 
Proteinuria  and  microscopic  hematuria 
CSF  pleocytosis  (l3onphocytosis),  reduced 
CSF  glucose 

EKC  abnormalities:  fluctuating  AV  block, 
complete  heart  block,  ST/T  wave  changes 
Decreased  left  ventricular  function  on 
radionuclide  scan 
Synovial  fluid  leukocytosis 
Histological  lympho-plasmacellular 
infiltrate 

CXR  cardiomegaly,  joint  erosions 

CPK,  Cr/BUN,  C3/C4  are  normal 

ANA,  VDRL  are  negative 
Rheumatoid  factor  by  Latex  method 
usually  negative 

Specific 

Specific  IgM  anti-B.  Burgdorferi  titer 
> 1:128 

Specific  IgC  antibody  titer  > 1:128 
Histologic  demonstration  of  spirochetal 
forms 

Culture  of  B.  burgdorferi 
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In  1983,  Dr.  Steere’s  group  and  the  group 
under  Dr.  Benach,  reported  culturing  the  Lyme 
spirochete  from  the  blood,  CSF,  and  skin 
lesions  (ECM)  of  Lyme  patients.^s^^  Spiro- 
chetes have  also  been  seen  in  synovial  fluid,^^ 
and  biopsy  specimens  of  skin^^  ^^  and  syn- 
ovium.^^  Shresta  and  Steere,  however,  empha- 
size that  reliance  should  not  be  placed  on  cul- 
turing the  spirochete;  the  diagnosis  is  a 
clinical  one,  using  the  IFA  seriological  tests  as 
an  acid.  Culturing  takes  too  long  at  this 
point,  and  has  too  small  a yield  to  be  of  any  use 
in  the  early  recognition  and  proper  treatment 
of  Lyme  disease  and,  more  importantly,  in  the 
prevention  of  serious  sequellae. 

While  the  clinical  spectrum  of  Lyme  disease 
was  still  evolving,  Steere’s  group  conducted 
controlled  prospective  studies  on  the  utility  of 
using  antibiotics  to  treat  ECM  and  other  early 
manifestations,33-36  and  also  to  treat  estab- 
lished late  sequellae  such  as  meningoencepha- 
litis^^  or  arthritis. 38  The  important  points  are: 

1.  Early  disease  duration  is  shortened  by 
administration  of  oral  tetracycline  (250 
mg  QID).  Penicillin  and  er5dhromycin  are 
slightly  less  effective  alternatives.  In  fact, 
erythema  chronicum  migrans  (ECM)  had 
been  treated  for  years  in  Europe  with  peni- 
cillin. Penicillin  sometimes  produces  a 
Jarisch-Herxheimer-like  reaction  during 
the  first  24  hours  of  treatment. 

2.  Treatment  with  tetracycline  or  penicil- 
lin appears  to  reduce  the  relapse  rate  for 
early  disease. 

3.  Treatment  of  early  Lyme  disease  with 
tetracycline  (and  less  so  with  penicillin), 
appears  to  reduce  the  risk  of  developing 
complications  such  as  meningoencephali- 
tis, myopericarditis,  or  recurrent  arthritis. 

4.  The  use  of  corticosteroids  to  treat  heart 
block,  meningeal  involvement,  or  severe 
arthritis  appeared  to  be  useful  early  on, 
before  the  spirochetal  etiology  was  known, 
but  high  dose  penicillin  has  been  shown  to 
effectively  treat  frank  meningitis,  CSF 
pleocytosis,  cranial  and  peripheral  neu- 
ropathies, and  established  arthritis  that 
had  not  responded  to  steroids.  Pachner 
and  Steere  advised  that  concurrent  oral 


prednisone  for  facial  palsy  associated  with 
Lyme  disease  be  used  only  if  the  patient  is 
seen  within  24  hours  of  onset, 

Table  3 is  a summary  of  the  current  recom- 
mendations for  treatment  in  adults  and  child- 
ren, for  both  early  illness  and  for  the  more 
serious  complications. 

PATHOGENESIS 

The  pathogenesis  of  Lyme  disease  may  well 
involve  focal  infection  with  inflammatory  cel- 
lular reaction,  and  the  systemic  effects  of  cir- 
culating immune  complexes.  Figure  2.  The  tick 
vector  could  either  inject  the  etiologic  agent,  B. 
burgdorferi,  into  the  skin  during  feeding,  or 
deposit  the  spirochete  in  its  feces.®-®  ECM  and 
early  symptoms  follow.  Direct  invasion  of  skin 
probably  proceeds  dissemination  to  other 
organs.  Lymphocytes  predominate  in  the 
inflammatory  response  that  follows  in  tis- 
guei6.22,3i,33  and  CSF.39  Peripheral  blood  lym- 
phocytes are  decreased  during  active  disease, 
and  T-suppressor  cell  activity  is  decreased  in 
the  subset  of  patients  who  go  on  to  develop  the 
more  serious  cardiac,  neurological,  and  arthri- 
tic complications.^^ 

TABLE  3 

Current  Recommendations  for  the  T reatment 
of  Lyme  Disease 

Early  Lyme  Disease 

Adults:  Tetracycline  250  mg  po  qid  for  10 

to  20  days. 

Phenoxymethyl  penicillin  500 
mg  po  qid  for  10  to  20  days. 
Children:  Phenoxymethyl  penicillin  50 

mg/kg/d  (not<l  g/d  or  >2  g/d), 
10-20  d. 

Erythromycin  30  mg/kg/d  for  15 
to  20  days  if  allergic  to  penicillin. 

Meningitis,  CSF  Pleocytosis,  Cranial  or  Peri- 
pheral Neuropathies 

Penicillin  G 20  million  units/day 
IV  for  10  days. 

L'^tablished  Lyme  Arthritis 

Penicillin  G 20  million  units/ day 
IV  for  10  days. 
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FIGURE  2: 

Possible  Mechanisms  of  Lyme  Disease 


Tick  Vector 
(Ixodes  spp.) 


Borrelia  burgdorferi 


Erythema  Chronicum  Migrans 
Early  Lyme  Disease 


Persistence  of  spirochete 
Altered  immune  response 


Propagation  of  disease 


Eradication  of  spirochete,  or 
Formation  of  non-pathogenic  1C,  or 
Clearance  of  1C. 


Resolution 


Non-pathogenic  1C,  or 
Clearance  of  1C, 
Tolerance  of  the 
spirochete 


Asymptomatic  Carrier? 


Antigenic  switch 
by  spirochete 


▼ 

Renewed  immune  response 
Resurgence  of  illness 


Inability  to  clear  spirochete,  or 
pathogenic  immune  complexes 


Neurologic  or  Cardiac 
Involvement 


DR  2 phenotype 


T 

Chronic  Arthritis 


Several  weeks  later,  however,  the  immune 
response  during  active  disease  is  character- 
ized by  signs  of  B-cell  hyperactivity,  including 
increased  levels  of  serum  IgM,  12.25.40  circulat- 
ing immune  complexes  (IC),^^  and  elevated 
levels  of  serum  cryoglobulins  containing 
IgM.25  The  immune  complexes  (measured  as 
Clq  binding  activity  and  cryoglobulins)  per- 
sist in  the  serum  of  those  patients  who  develop 
neurological  and  cardiac  involvement.  Low 
but  significant  titers  of  IgM-rheumatoid  factor 


(detected  by  a sensitive  ELISA)  are  present 
during  active  disease  and  correlate  with  eleva- 
tions in  total  serum  IgM  and  nervous  system 
disease.^ii  The  hyperactivity  of  the  immune 
system  response  is  associated  with  the  specific 
IgM  response  to  the  spirochete;  levels  of  total 
IgM  tend  to  correlate  with  level  of  IgM  anti- 
body to  B.  burgdorferi 

Figure  2 also  outlines  the  possible  routes 
toward  disease  resolution,  either  by  eradica- 
tion of  the  spirochete  or  by  formation  of  non- 
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pathogenic  immune  complexes  or  efficient 
clearance  of  the  immune  complexes.  The 
illness  continues  when  the  spirochetes  persist 
in  tissues,  or  following  formation  of  patho- 
genic complexes  that  are  not  well  cleared  from 
the  circulation.  The  pathogenecity  of  immune 
complexes  in  Lyme  disease  has  not  heen  dem- 
onstrated; immune  complexes  may  simply 
reflect  persistent  spirochetal  infection.  Pa- 
tients carrying  the  B-cell  alloantigen  DR-2 
appear  to  be  more  likely  to  develop  neurologi- 
cal or  arthritic  complications.^^  Finally,  the 
relapsing  nature  of  Lyme  disease  may  be 
explained  on  the  basis  that  Borrelia  are  able  to 
alter  their  exposed  antigens,"*!  thereby  reacti- 
vating cellular  and  humoral  responses,  and 
giving  rise  to  a recurrence  of  symptoms. 

SUMMARY 

Historically,  the  epidemiological  and  clini- 
cal features  of  Lyme  disease  such  as  geogra- 
phic distribution,  seasonal  variation,  and 
ECM,  permitted  diagnosis  and  prompt  treat- 
ment of  Lyme  disease,  even  before  the  spi- 
rochetal etiology  was  fully  understood. 

The  diagnosis  of  Lyme  disease  is  still  a clin- 
ical one;  laboratory  tests,  especially  titers  spe- 
cific for  the  Lyme  spirochete,  assist  in  making 
an  early  diagnosis.  Following  serum  IgM  lev- 
els may  be  useful  for  judging  activity  and 
response  to  therapy. 

Early  diagnosis  and  prompt  treatment  are 
important  to  avoid  serious  sequellae  such  as 
meningoencephalitis,  myopericarditis,  or  re- 
current and  possibly  erosive  arthritis. 
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Letters  To  The  Editor 


KUDOS  TO  THE  CONTRIBUTORS 

To  the  Editor: 

I enjoyed  the  July  Medical  Malpractice  issue 
very  much.  I know  it  took  an  extra  amount  of 
coordinating  to  get  everybody  ready  for  the 
same  issue.  Wonderful  job! 

Hank  Moore 
Former  Assistant  Editor 
Delaware  Medical  Journal 

HOSPICE  - A VALUABLE  ADDITION  TO 
DELAWARE’S  MEDICAL  COMMUNITY 

To  the  Editor: 

One  of  the  best  recent  additions  to  our  health 
care  community  has  been  the  Delaware 
Hospice.  A non-profit,  statewide  program, 
Delaware  Hospice  has  helped  to  care  for  616 
patients  since  its  start  in  1982.  The  quality  of 
the  program  has  been  high,  and  acceptance  by 
patients,  families,  and  physicians  has  been 
excellent. 

In  an  effort  to  keep  Delaware  Hospice  finan- 
cially sound,  it  is  essential  that  Delaware  phy- 
sicians understand  how  our  funding  works. 
When  patients  enter  the  program,  Delaware 
Hospice  is  responsible  for  all  their  costs. 


except  physician  services,  until  they  die.  This 
includes  drugs,  nursing  services,  social  serv- 
ices, equipment,  hospitalization,  and  bereave- 
ment counseling.  Hospice  does  not  bill  patients 
with  Medicare  insurance  and  accepts  most 
other  insurances.  Whether  or  not  insurance  is 
available,  Delaware  Hospice  makes  every 
effort  to  provide  service  to  all,  regardless  of 
ability  to  pay. 

Medicare  reimbursement  is  approximately 
$67  in  New  Castle  County,  and  Kent  and  Sus- 
sex Counties  are  $59  a day,  which  is  about  50% 
short  of  Hospice’s  average  daily  costs  to  care 
for  patients.  In  addition.  Medicare  will  pay  for 
only  210  days  of  care  and  does  not  allow  Hos- 
pice to  bill  coinsurance.  Finally,  Medicare  will 
cover  only  approximately  $250  a day  of  hospi- 
tal expenses.  (If  a Hospice  patient  needs 
admission  for  a non-cancer  related  illness. 
Hospice  is  not  responsible  for  the  bill  and  the 
usual  Medicare  reimbursement  applies.)  Our 
1986  budgeted  expenses  are  $1.5  million  and 
our  1985  gifts  were  about  $150,000. 

Clearly  we  can  help  our  patients  and  Dela- 
ware Hospice  by  using  the  following  admis- 
sion guidelines: 
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1.  The  patient  should  not  be  expected  to  sur- 
vive six  months; 

2.  The  patient/family  should  have  an  under- 
standing that  curative  treatment  will  no 
longer  be  sought;  chemotherapy,  radiation 
therapy,  and  hospitalization  would  be  used 
only  to  improve  patient  comfort;  and 

3.  The  patient  must  have  someone  at  home 
who  can  act  as  a primary  care  giver. 

In  the  event  conditions  change  unexpect- 
edly, the  patient  can  leave  the  program  and 
return  to  usual  Medicare  coverage. 

A final  note:  We  are  soliciting  physician 
volunteers  to  care  for  indigent  patients,  and 
also  to  be  available  to  pronounce  patients  if 
the  primary  physician  is  unavailable. 

If  there  are  any  questions  or  suggestions, 
please  contact  me  or  Delaware  Hospice. 

Perry  L.  Mitchell,  M.D. 

Chairman,  Hospice  Care  Committee 
Delaware  Hospice  Board 


SOUTHERN  RELATIVES 

To  the  Editor: 

My  great-great  Aunt  Lucy  Breckinridge  was 
of  the  same  Breckinridge  family  as  the  late  Dr. 
Margaret  Handy,  Wilmington  pediatrician, 
whom  Andrew  Wyeth  immortalized  in  his 
famous  painting,  “The  Children’s  Doctor.” 
Because  of  the  family  connection.  Dr.  Handy 
was  my  pediatrician  when  I was  a child  with 
pneumonia  in  the  old  hospital  on  the 
Brandywine. 

My  wife,  who  teaches  at  Armstrong  State 
College  here  in  Savannah,  recently  published, 
through  Kent  State  University  Press,  a Civil 
War  diary  titled,  “Lucy  Breckinridge  of  Grove 
Hill,  Journal  of  a Virginia  Girl,  1862-1864.” 

Mason  G.  Robertson,  M.D. 

Savannah,  Georgia 
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DELAWARE’S  INDUSTRIAL  ACCIDENT  BOARD 
GUIDELINES  FOR  EXPERT  MEDICAL 
TESTIMONY 


James  J.  Hanley,  Esq. 


i INTRODUCTION 

‘ The  Guidelines  presented  in  this  article  were 

reviewed  by  a committee  of  the  Medical  Society 
of  Delaware  with  members  of  the  Industrial 
Accident  Board.  There  was  also  input  from  the 
law  firm  of  Biggs  and  Battaglia. 

! The  following  Guidelines  are  intended  for 
^ the  assistance  of  physicians  and  lawyers  who 

I appear  before  the  Industrial  Accident  Board 
(hereinafter  called  Board),  in  Workers’  Com- 
pensation cases.  The  Board  is  a State  agency 
i with  exclusive  jurisdiction  for  cases  involving 
i personal  injury  or  death  by  accident  arising 
out  of  and  in  the  course  of  employment.  In 
particular,  the  Guidelines  have  been  formu- 
lated so  that  physicians,  many  of  whom  are 
j unfamiliar  with  Board  practices  in  Delaware, 
may  know  what  to  expect,  and  thus  find  it 
I easier  to  participate  in  proceedings  where 
their  testimony  is  needed.  Lawyers  are  ex- 
pected to  follow  the  Guidelines  in  dealing  with 
I physicians,  unless  extraordinary  circum- 

1 stances  require  a departure,  in  which  case  an 
' explanation  for  departure  should  be  given  to 
all  concerned. 

NEED  FOR  MEDICAL  TESTIMONY 

Workers  Compensation  is  different  from 
I personal  litigation  in  Superior  Court.  Not  only 

I 

1 Mr.  Hanley  is  the  attorney  to  the  Industrial  Accident  Board,  Division  of 
[ Industrial  Affairs,  Department  of  Labor,  State  of  Delaware. 

\ 


are  the  issues  different,  but  a Board  hearing  is 
much  less  formal  in  many  ways.  Proceedings 
before  the  Board  are  concerned  with  injuries, 
disease,  or  death  sustained  in  the  course  of 
work,  and  benefits  payable  in  accordance  with 
applicable  statutory  provisions.  Typical  issues 
involving  medical  testimony  include: 

Disability  from  work.  Is  (or  was)  a claimant 
disabled  from  work,  totally  or  partially;  how 
long  did  the  disability  last;  what  types  of  work 
is  the  claimant  able  to  perform? 

Causation.  To  be  compensable,  disability  (or 
death)  must  be  causally  related  to  employ- 
ment. While  there  are  many  legal  theories  to 
establish  this  causation,  expert  medical  tes- 
timony is  frequently  a vital  ingredient.  Also,  if 
there  are  multiple  disabling  conditions,  medi- 
cal testimony  may  be  required  to  separate  the 
compensable  and  non-compensable. 

Permanent  impairments.  Quite  separate 
from  the  issue  of  disability  from  work  is  the 
question  of  permanent  impairments  for  which 
statutory  benefits  may  be  payable.  Evaluation 
of  permanent  impairments  ordinarily  depends 
upon  medical  testimony,  which  must  focus  on 
disability  to  carry  out  ordinary  functions  of 
life,  not  disability  in  relation  to  a claimant’s 
particular  employment. 
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Medical  care  and  its  cost.  Occasionally, 
medical  testimony  is  required  on  the  question 
of  what  constitutes  reasonable  care  and  treat- 
ment in  a particular  case,  or  what  is  a reason- 
able charge  for  certain  services. 

ARRANGEMENTS 

Cases  are  scheduled  for  hearings  at  pre-trial 
conferences.  These  conferences  are  conducted 
by  the  Board  staff  and  are  attended  by  law- 
yers for  both  parties;  when  unrepresented,  a 
claimant  is  required  to  attend.  A hearing  date 
is  set.  This  date  is  likely  to  be  about  three 
months  in  the  future  under  current  practice, 
due  to  a heavy  backload  of  cases.  The  lawyer 
or  unrepresented  claimant  who  is  calling  any 
physician  as  a witness  should  immediately 
contact  that  physician  to  schedule  attendance 
at  the  hearing.  Some  lawyers  will  ascertain 
availability  of  their  physicians  before  coming 
to  the  pre-trial  conference,  which  is  the  wiser 
course.  If  a physician  is  unavailable  on  the 
hearing  date,  the  party  wanting  the  physi- 
cian’s testimony  is  entitled  to  schedule  a depo- 
sition, on  fair  notice  to  the  other  party. 

In  addition  to  the  scheduling  contact  from 
the  party  calling  a physician,  the  physician 
will  also  receive  a written  notice  from  the 
Board,  identifying  the  case  and  stating  the 
time  and  place  for  appearance  at  a hearing. 
The  Board  does  not  give  notice  regarding 
depositions;  the  responsible  lawyer  should  do 
this  in  writing  to  confirm  oral  arrangements. 

In  case  a physician  is  unable,  because  of 
prior  commitments  which  cannot  be  rear- 
ranged, to  attend  a hearing  when  notified  by 
the  Board,  it  is  important  that  the  Board  be 
promptly  notified.  Physicians’  schedules  are 
routinely  accommodated  by  the  Board.  Accord- 
ingly, as  a reciprocal  courtesy,  it  is  expected 
that  the  physician  will  promptly  advise  the 
Board  in  regard  to  any  scheduling  problem. 
Mailing  the  notice  back,  with  a legible  hand- 
written statement  on  it,  may  be  sufficient. 

In  case  of  postponement  of  a hearing,  or  a 
change  in  date,  the  lawyer  or  party  responsi- 
ble for  calling  a physician  has  primary 
responsibility  for  notifying  the  physician.  As 
a courtesy,  the  Board  endeavors  to  give  writ- 
ten notice  to  all  persons  it  has  subpoenaed 
when  a change  takes  place. 
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FEE  ARRANGEMENTS 

Generally  speaking,  when  needed  as  a wit- 
ness, a physician  is  being  called  as  an  expert 
medical  witness.  Accordingly,  every  physi- 
cian so  called  to  testify  can  properly  expect 
that  arrangements  for  compensation,  regard- 
less of  outcome  of  the  Board  proceedings,  will 
be  made  well  in  advance  of  any  hearing  or 
deposition. 

The  Board  has  limited  authority  in  regard  to 
charges  by  a medical  expert  for  giving  testi- 
mony. When  it  decides  a case  it  may  require 
the  employer  (or  its  insurance  carrier)  to  pay 
expert  medical  witness  fees  of  physicians 
called  as  witnesses  by  the  claimant.  In  addi- 
tion, if  there  is  a dispute  as  to  the  fee  charged, 
the  Board  can  set  the  amount  of  a “reasonable 
fee”  which  must  be  paid  by  the  employer  or  its 
insurer.  If  a higher  fee  was  billed  by  the  physi- 
cian to  the  claimant,  the  physician  must  rely 
upon  agreements  made  with  the  claimant  in 
order  to  collect  a fee  higher  than  the  reasona- 
ble fee  established  by  the  Board.  Although  the 
Board  does  not  have  the  authority  to  rule  on  a 
question  of  whether  the  excess  amount  is  col- 
lectible, a physician  seeking  to  collect  the 
excess  sum  is  in  a position  of  seeking  payment 
of  an  amount  higher  than  what  the  Board  has 
determined  to  be  “reasonable.” 

The  Board  has  no  authority  whatever  in 
regard  to  fees  charged  by  physicians  when 
called  as  expert  witness  on  behalf  of  employ- 
ers or  their  insurance  carriers.  If  a physician  is 
notified  by  the  Board  to  appear  as  a witness  at 
a hearing,  and  is  unable  to  make  a satisfactory 
arrangement  for  payment  of  his  expert  wit- 
ness fee  with  the  party  calling  him,  and  if  he 
intends  to  decline  to  testify  on  this  ground, 
then  the  Board  expects  to  be  so  advised  at  the 
earliest  possible  time.  Again,  informal  notice 
of  this  problem  will  be  sufficient,  such  as  de- 
scribing the  problem  on  the  notice  received 
from  the  Board  and  mailing  it  back  as 
promptly  as  possible.  Since  the  Board  recog- 
nizes, as  a general  principle,  the  right  of  a 
physician  to  be  paid  for  services  as  an  expert 
witness,  the  Board  expects,  as  a reciprocal 
courtesy,  that  it  will  be  promptly  notified  by 
the  physician  if  there  is  a problem  in  respond- 
ing to  a Board  subpoena. 
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EXPEDITED  HEARINGS 

In  a small  percentage  of  cases  pending 
before  the  Board,  the  claimant  may  be  seeking 
an  expedited  determination  of  his  petition  for 
benefits,  because  he  is  out  of  work  and  his 
claim  for  benefits  has  been  denied,  and  he  is 
receiving  no  income  at  all.  Obviously,  a severe 
financial  crisis  can  be  created  in  this  type  of 
situation,  if  it  will  take  months  and  months  to 
get  to  a hearing.  The  Board  needs  special 
cooperation  from  lawyers  and  physicians  in 
these  cases. 

Early  examination.  While  a claimant  may 
have  no  difficulty  getting  immediate  care  and 
treatment  for  his  injury,  he  may  require  the 
assistance  of  a specialist  in  evaluating  it  and 
giving  testimony  as  to  causation.  In  addition, 
an  employer  or  its  insurer  may  require  an 
examination  in  order  to  confirm  or  dispute  the 
opinions  of  the  claimant’s  physician.  If  the 
parties  must  wait  for  routine  scheduling  of 
appointments,  the  claimant  may  suffer  ex- 
treme financial  hardship. 

If  Board  staff  should  give  the  notice  that 
expedited  handling  is  needed  in  a particular 
case,  the  Board  would  like  to  have  the  coopera- 
tion of  physicians  in  special  handling  of 
appointments  for  these  cases.  This  is  not 
something  the  Board  can  require,  but  it  is 
sought  simply  on  the  basis  that  financial 


hardship  warrants  extraordinary  cooperation 
by  all  concerned.  Provided  a sufficient  number 
of  physicians  agree  with  this,  the  burden  on 
any  particular  physician  will  obviously  not  be 
great,  and  each  will  only  occasionally  be 
asked  to  provide  expedited  scheduling. 

Expedited  hearing.  When  an  expedited 
examination  is  required,  there  is  obviously 
also  a need  for  prompt  submission  of  a report 
and  early  scheduling  of  testimony  either  by 
deposition  or  at  a hearing.  While  the  Board 
presently  schedules  most  cases  many  months 
in  advance,  it  is  preparing  to  give  early  hear- 
ing dates  for  those  cases  where  financial  crisis 
requires  it.  In  return,  it  would  like  to  have 
lawyers  and  physicians  cooperate  to  their 
utmost  in  making  expert  medical  testimony 
available  on  an  expedited  basis  when  needed 
in  these  special  cases. 

In  case  of  questions,  a physician  or  anyone 
in  his  office  should  feel  free  to  call  the  Board’s 
staff  at  571-2884,  or  the  responsible  attorney. 

NOTE:  References  in  this  paper  to  general 
principles  of  law  are  solely  for  convenience  in 
explaining  these  Guidelines.  This  is  not  in- 
tended as  an  explanation  of  the  Worker’s 
Compensation  Law  as  such,  but  rather  as  a 
guide  for  understanding  procedures  generally 
followed  in  most  cases.  — Author 
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MANAGEMENT  OF  VASCULAR  COMPROMISE 
ASSOCIATED  WITH  BLUNT  TRAUMA  TO  THE  KNEE 
AND  LOWER  LEG 


Douglas  T.  Hutchinson,  M.D. 


INTRODUCTION 

Arterial  injury  associated  with  lower  extrem- 
ity trauma  presents  a difficult  management 
problem  to  the  general,  vascular,  and  ortho- 
paedic surgeon.  Primary  amputation  is  no 
longer  the  only  alternative,  as  successful 
reconstructions  are  now  being  reported  in  the 
range  of  50  to  80%,^'^^  with  one  series  even 
claiming  100%  salvage.^^  This  wide  range  of 
success  reflects  the  variability  of  both  the 
injury  itself  and  the  treatment  rendered. 

Injury -related  factors  that  have  been  shown 
to  be  associated  with  a poorer  prognosis 
include  distal  injury  (level  of  the  trifurcation 
and  below), 2“  associated  neural  or  venous 
injury ,2-5.7.9  severe  soft  tissue  loss,i’^’^®  and 
gross  contamination  of  the  wound.  Each  one 
of  these  uncontrollable  factors  tends  to  be 
maximized  in  blunt  trauma  to  the  knee  and 
lower  leg. 

It  is  with  these  injuries  that  controllable  fac- 
tors, such  as  coordinated  surgical  manage- 
ment, expedient  and  accurate  diagnosis,  and 
appropriate  operative  treatment  are  essential 
for  increased  success.  This  paper  examines 

Dr.  Hutchinson,  formerly  a resident  of  surgery  at  The  Medical  Center  of 
Delaware,  is  presently  an  orthopaedic  resident  at  Thomas  Jefferson 
University. 
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our  experience  with  this  type  of  severe  injury 
treated  at  a level-one  trauma  center  during  a 
four  year  period. 

METHOD 

The  hospital  charts  were  reviewed  from  13 
patients  who  had  vascular  compromise  as  a 
result  of  blunt  trauma  to  the  knee  or  lower  leg, 
Table  1.  All  the  accidents  occurred  between 
February  1981  and  February  1985.  The  aver- 
age age  of  the  patients  was  28.6  years  (range 
11-67  years)  and  all  were  male.  Six  of  the 
patients  were  pedestrians  hit  by  automobiles, 
four  were  involved  in  motor  vehicular  acci- 
dents as  drivers  or  passengers,  two  were 
involved  in  motorcycle  accidents,  and  one  was 
crushed  by  a falling  tree.  All  were  transported 
directly  to  The  Medical  Center  of  Delaware  by 
ambulance  with  the  exception  of  one,  who  was 
transferred  from  another  hospital  by 
helicopter. 

INJURIES 

The  13  patients  were  victims  of  multiple 
trauma  with  an  average  of  3.3  major  systems 
injured.  Besides  neurovascular,  skin,  and 
musculoskeletal  systems,  other  injured  body 
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DEMOd 

LAG  t 


CASE 

AGE 

ACCIDENT 

LEVEL  OF 
INJURY 

VASCULAR 

INJURY 

OTHER 

INJURIES 

ARTERIO- 

GRAM 

TIME 

(HRS.) 

1 

23 

MVA 

popliteal 

partial  laceration  & 
thrombosis  popliteal 
artery 

fx.  fibula; 
pneumothorax 

yes 

3.0 

poplite  :i 

bypass 

graftin 

2 

67 

pedestrian 

bilateral  popliteal 

complete  avulsion 
bilat.  popliteal 
arteries 

severe  closed  head 
injury;  ruptured 
spleen;  flail  chest;  fxs. 
Cl,  bilat.  tibia/fibula, 
pelvis;  severe  soft 
tissue  loss 

yes 

none  i 

3 

31 

MVA 

popliteal 

complete  avulsion 
popliteal  artery  & 
vein;  avulsion  ante- 
rior tibial  artery 

severe  soft  tissue  loss; 
fx  bilat.  tibia/fibula 

yes 

4.5 

poplite  I 
& vein  ii 
graftinlj 
anterio ) 
artery 

4 

11 

pedestrian 

popliteal 

intimal  flap  with 
popliteal  artery 
thrombosis 

fxs.  femur,  Salter  II 
tibia/fibula 

yes 

4.0 

popliteii 

bypass 

grafting 

5 

45 

struck  by 
falling  tree 

popliteal 

complete  avulsion 
popliteal  artery  & 
vein 

severe  closed  head 
injury;  anterior  dislo- 
cation knee 

yes 

2.0 

poplitei 
& vein  1 1 
graftin)  1 
teal  toll 
tibial  a ' 
bypass  i 

6 

24 

MVA 

infrnpopliteal 

avulsion  posterior 
tibial  artery 

severe  soft  tissue  loss; 
fx  tibia/fibula;  ACL; 
memiscus  tear 

yes 

3.0 

poplite;! 
tibial  o;i 
bypass  r 
graftin 

7 

21 

MVA 

infrapopliteal 

avulsion  tibial  artery 

severe  soft  tissue  loss; 
soft  tissue  loss; 
fx  fibula 

yes 

none 

none  - 

8 

24 

pedestrian 

infrapopliteal 

avulsion  peroneal 
artery;  anterior  tib- 
ial artery  contusion 

severe  soft  tissue  loss; 
bilat.  fx  tibia/fibula 

yes 

1.0 

explon^ 
poplitei 
iigatio  1 
artery  . 

9 

26 

motor  cycle 
accident 

distal 

avulsion  posterior 
tibial  artery  & vein; 
contusion  anterior 
tibial  artery 

moderate  closed  head 
injury;  fxs.  mandible, 
tibia/fibula,  ribs; 
severe  soft  tissue  loss 

yes 

8.0 

poster!  1 
arteryjj 
vein  gi  ^ 

10 

37 

pedestrian 

distal 

contused  posterior  & 
anterior  tibial  artery 

fxs.  skull,  bilat. 
tibia/fibula 

no 

none  ► » 

11 

16 

motor  cycle 
accident 

distal 

avulsed  posterior 
tibial  & peroneal 
artery  & vein;  con- 
tused anterial  tibial 
artery 

pneumothorax;  mod- 
erate closed  head 
injury;  fxs.  femur,  tibia/ 
fibula;  severe  soft 
tissue  loss 

no 

5.0 

posteri 
artery  ri 
bypas' 
graftin 
peroni 

12 

31 

pedestrian 

distal 

avulsed  posterior 
tibial  artery 

fx  tibia/fibula 

no 

3.0 

ligatio) 
tibial  r 

13 

21 

MCA 

distal 

avulsed  anterior  & 
posterior  tibial 
artery  & posterior 
tibial  vein 

fxs.  tibia/fibula,  oscal- 
cis,  knee  ligament 
damage 

no 

1.5 

anted  1 
pedis 
graftir 
tibial  ( 
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riENTS 


ORTHOPAEDIC 

PRO- 

CEDURE 

PROCEDURE 

DONE 

FIRST 

FASCIO- 

TOMY 

PLASTIC 

PRO- 

CEDURE 

FOLLOW- 

UP 

(MONTHS) 

RESULT 

COM- 

MENTS 

delayed  ORIF  fibula 

yes 

split  thickness 
skin  graft 

8 

good 

resolving  peroneal 
palsy 

external  fixation 

no 

died 

died  of  multiple 
injuries  within 
48  hours 

Bong  leg  splint 
Bollowed  by 
[external 

P 

yes 

redebridement 
X 2;  split  thick- 
ness skin  graft 

secondary 

amputa- 

tion 

transferred  from  another 
hospital;  mixed 
bacterial  infection; 
knee  disarticulation 
post-op  day  40 

IpRIF  femur  & tibia 

orthopaedic 

yes 

secondary  skin 
closure 

24 

good 

resolving  pero- 
neal palsy 

Ireconstruction  knee 
Bigament 

yes 

split  thickness 
skin  graft 

8 

good 

hemiplegia 
from  CNS 
injury 

Btxternal  fixation; 
Belayed  reconstruc- 
Bon  knee  ligaments 

orthopaedic 

yes 

debridement;  split 
thickness  skin  graft; 
soleus  & FLH  muscle 
flaps 

20 

fair 

persistent  tibia 
nonunion 
(bone  grafting 
planned);  resolving 
peroneal  palsy 

yes 

redebridement 
X 4;  split  thick- 
ness skin  graft 
x2 

7 

fair 

persistent  peroneal 
palsy  with  equinus 
deformity, 
muscle  wasting 
& low  grade 
wound  infection 

cBxternal  fixation 

vascular 

no 

redebridement; 
split  thickness 
skin  graft;  gas- 
troc  & anterior 
tibial  muscle  flaps 

54 

good 

tibia  nonunion 
resolved  with 
bone  graft 
procedure 

orthopaedic 

yes 

secondary 

amputa- 

tion 

anerobic  overwhelming 
infection  required 
BKA  on  post 
op  day  6 

X 2;  split  thick- 
ness skin  graft 

xternal  fixation 

no 

split  thickness 
skin  graft 

6 

good 

diagnosed  as 
“Spasm”; 
should  have 
had  arteriogram 

xternal  fixation 
ournaquet) 

orthopaedic 

yes 

redebridement 
X 4;  split  thick- 
ness skin  graft 
x2 

7 

fair 

distal  great  toe 
amputation 
secondary  to 
ischemia;  tibia 
nonunion 

Kternal  fixation 

yes 

redebridement; 
split  thickness 
skin  graft 

47 

good 

persistent  peroneal 
palsy  with 
muscle  wasting 

(terior  fixation 

m 

vascular 

yes 

redebridement  x 4; 
split  thickness  skin 
graft  x 3;  fasciocu- 
taneous  flap  graft 

19 

good 

delayed  union  resolved 
with  bone  graft  & Brigh- 
ton stimulator;  2 cm 
residual  limb  length  des- 

crepancy;  decreased 
sensation 
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systems  included:  central  nervous  system,  four 
patients;  respiratory,  three  patients;  and 
digestive,  one  patient. 

Eighteen  arterial  injuries  were  identified, 
ranging  from  contusion  in  four  vessels  to 
complete  transection  in  12.  There  was  one  par- 
tial transection  with  thrombosis  and  one 
intimal  flap  causing  thrombosis,  both  in 
popliteal  arteries.  Overall,  five  patients  had 
compromise  at  the  popliteal  level,  three  at  the 
level  of  the  trifurcation,  and  five  distally.  Fig- 
ure 1.  All  patients  had  either  decreased  or 
absent  pulses  when  initially  examined  in  the 
emergency  room. 

Major  venous  injury  was  present  in  five 
patients,  including  three  distal  and  two  popli- 
teal. All  injuries  included  soft  tissue  loss,  more 
than  half  of  which  were  rated  as  severe.  Neuro- 
pathy was  present  in  100%  of  the  patients 
upon  examination  in  the  emergency  room. 
Twelve  of  the  13  patients  sustained  open  lower 
leg  fractures.  Ten  had  combination  of  tibia 
and  fibular  fractures;  two  were  confined  to  the 
fibula  only.  The  only  patient  without  a frac- 
ture sustained  an  anterior  knee  dislocation 
from  a falling  tree,  which  resulted  in  complete 
disruption  of  the  lateral  collateral  and  both 
cruciate  ligaments.  Two  other  patients  also 
sustained  major  knee  ligament  damage. 


TREATMENT 

All  patients  were  stabilized  in  the  emer- 
gency room  before  being  taken  to  the  operat- 
ing room  for  definitive  treatment.  Cephalo- 
sporin antibiotics  were  started  intravenously. 
Arteriograms  were  obtained,  either  in  the 
emergency  room  or  the  operating  room,  in 
nine  of  the  13  patients.  The  average  lagtime 
between  the  injury  and  the  beginning  of  vas- 
cular exploration  in  the  operating  room  was 
3.5  hours  (n  = 10).  This  “ischemic  lagtime” 
compares  favorably  to  those  reported  else- 
where,^’^’®'^’^2  Table  2. 

Eight  of  the  13  patients  underwent  formal 
arterial  reconstruction  using  saphenous  vein 
bypass  grafting.  This  was  performed  on  four 
popliteal  arteries,  one  infrapopliteal  vessel 
(posterior  tibial),  and  three  distal  vessels. 
Simultaneous  venous  reconstruction  was  per- 
formed in  three  patients.  All  eight  underwent 
four-compartment  fasciotomies  after  the  vas- 
cular reconstructions. 

Two  other  patients  received  only  fascioto- 
mies for  their  vascular  compromise,  as  their 
pulses  improved  in  one  and  completely  re- 
turned in  the  other.  Still  another  patient 
underwent  only  exploration  of  the  popliteal 
artery  with  ligation  of  a peroneal  artery  lac- 
eration. The  remaining  two  patients  were 
treated  with  simple  reduction  of  their  fractures 
in  the  operating  room,  which  restored  a distal 
pulse  in  one  of  the  patients.  The  other  was 
critically  injured  and  died  48  hours  later. 
Primary  amputation  was  not  utilized  in  any  of 
the  13  patients. 

Initial  fracture  stabilization  included  splint- 
ing and/or  traction  in  three  patients.  External 
fixation  was  utilized  in  eight  patients  and 
internal  fixation  only  once.  The  remaining 
patient,  who  had  the  knee  dislocation,  under- 
went reconstruction  of  ligaments  around  the 
knee  and  was  immobilized  in  a removable  cast 
brace.  Six  patients  required  simultaneous 
vascular  reconstruction,  debridement,  and 
stabilization  of  displaced  open  fractures.  In 
four  of  the  six  patients,  the  orthopaedic  pro- 
cedure was  performed  first,  delaying  vascular 
repair.  The  average  number  of  secondary 
operations  required  was  four  (n  = 12)  per 
patient.  These  consisted  of  debridements  and 
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plastic  surgical  procedures  to  achieve  soft 
tissue  coverage.  The  average  hospitalization 
was  53  days. 

RESULTS 

Of  the  13  patients  treated  in  this  study,  one 
died  secondary  to  thoracoabdominal  injuries, 
and  the  injured  limbs  of  two  others  could  not 
be  salvaged.  These  two  patients  required  a 
secondary  amputation  due  to  infection,  des- 
pite functioning  vascular  bypass  grafts.  One 
was  a popliteal  bypass  patient  who  had 
chronic  purulent  drainage  (staph,  bacteroides, 
enterobacter)  from  an  open  tibia-fibula  frac- 
ture site  despite  several  operative  attempts  to 
debride  the  infected  tissue  and  bone.  A knee 
disarticulation  was  performed  on  day  40  post- 
trauma. The  other  amputee  was  a patient  who 
had  a delayed  distal  arterial  and  venous 
reconstruction  following  a prolonged  (three 
hours)  orthopaedic  procedure  in  which  a tour- 
niquet was  used  for  more  than  two  hours.  A 
life-threatening  mixed  bacterial  infection, 
including  anaerobes,  required  multiple  de- 
bridements and  led  to  the  performance  of  a 
below  knee  amputation,  left  to  open  drainage, 
on  day  six  post-trauma. 

Follow-up  was  obtained  on  the  remaining 
ten  patients  from  outpatient  charts  of  the  var- 
ious orthopaedic  surgeons  involved.  The  aver- 
age follow-up  was  20  months.  Six  patients  are 
considered  to  have  had  “good”  recoveries,  as 
they  are  pain  free  and  fully  ambulatory  (except 
for  one  who  had  major  central  nervous  system 
damage),  with  excellent  skin  coverage  and 
bone  healing.  The  only  remaining  problems  in 
this  group  include  a few  cases  of  slowly  resolv- 
ing paresthesias  of  the  foot  with  associated 
residual  muscle  weakness. 


TABLE  2 
TIME  DELAY 

(Accident  to  Vascular  Surgery) 


Orcutt  (San  Antonio)^ 

4.7  hours 

Keeley  (Dallas)^ 

5.0  hours 

LIm  (Cook  County)’2 

5.5  hours 

Ransome  (Baltimore)^ 

7.8  hours 

McCabe  (M.G.H.)^ 

8.0  hours 

Medical  Center  of  Delaware 

3.5  hours 

The  other  four  patients  are  considered  “fair” 
recoveries,  as  they  are  out  of  the  hospital  with 
viable  extremities,  but  each  with  significant 
problems  remaining.  One  has  had  an  almost 
complete  recovery  except  for  a persistent  non- 
union of  the  tibia,  for  which  a bone  grafting 
procedure  is  planned  for  the  future.  Two 
patients  have  persistent  drop  foot  with  equi- 
nus  deformity  and  muscle  wasting  with  de- 
creased sensation  in  the  toes.  The  fourth 
patient  remains  in  an  external  fixator  with  a 
tibia  nonunion  that  has  recently  been  bone 
grafted.  This  patient  also  has  a small  area  of 
nonpurulent  skin  drainage  along  with  muscle 
wasting  and  decreased  sensation  distally. 

DISCUSSION 
General  Considerations 

Significant  vascular  injury  has  been  esti- 
mated to  occur  in  0.1%  to  3%  of  all  orthopaedic 
injuries.^’^  Though  relatively  rare,  this  combi- 
nation of  injuries  is  often  devastating  to  the 
lives  of  its  victims,  usually  young,  healthy 
males  involved  in  high  speed  motor  vehicle  or 
motorcycle  accidents.  Amputation  rates  range 
from  0-50%^’^^  in  lower  extremity  trauma,  with 
an  average  of  27%  (based  on  225  cases  from 
nine  different  studies). Factors  that 
have  consistently  been  shown  to  be  associated 
with  a poor  prognosis  include  delay  in  primary 
treatment,  venous  and  neural  injury,  soft 
tissue  loss,  and  gross  contamination.  Of  these 
variables,  only  the  delay  in  treatment  can  be 
affected  by  a highly  coordinated  trauma 
center. 

To  minimize  ischemic  time,  a hospital 
unequipped  to  manage  combined  vascular 
and  musculoskeletal  injuries  must  rapidly 
transfer  the  patient  to  a trauma  center.  The 
general  surgeon  in  the  trauma  center  emer- 
gency room  should  coordinate  the  manage- 
ment of  these  complex  injuries  with  the  vascu- 
lar and  orthopaedic  surgeons. 

Any  necessary  studies,  including  arterio- 
grams, should  be  performed  immediately  and 
in  the  emergency  area.  Spasm  should  never  be 
considered  an  adequate  explanation  for  any 
decreased  pulse,  poor  capillary  refill,  or  mot- 
tling of  the  skin.  If  there  is  a question,  an 
arteriogram  should  always  be  obtained.  The 
operating  room  must  be  prepared  and  staffed 
24  hours  a day. 
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It  has  been  shown  that  muscle  begins  to 
show  ischemic  changes  in  two  to  four  hours, 
with  irreversible  changes  occurring  after  four 
hours.^^  Nerves  are  affected  more  swiftly  after 
only  30  minutes  of  ischemia,  with  irreversible 
damage  occurring  after  12  hours. Also 
affected  early  is  capillary  endothelium,  which 
becomes  sufficiently  damaged  after  three 
hours  of  ischemia  to  cause  massive  swelling 
from  increased  permeability. The  time 
elapsed  in  this  study  from  injury  to  the  begin- 
ning of  vascular  repair  averaged  3.5  hours, 
thereby  minimizing  irreversible  ischemic 
damage. 

Four-compartment  fasciotomy  should  be 
performed  on  any  blunt  trauma  patient  who 
has  had  more  than  three  hours  of  ischemic 
time.  The  double  incision  technique  of  fasciot- 
omy (with  the  skin  included)  requires  less  time 
and  less  tissue  dissection  than  fibulectomy, 
and  thus  may  be  the  best  technique.  The 
appropriate  time  to  perform  the  fasciotomy  is 
prior  to  the  vascular  repair,  in  order  to  permit 
reestablishment  of  the  collateral  circulation 

during  the  anastomosis.^^  a comminuted  frac- 
ture does  not  necessarily  provide  adequate 
compartment  decompression,  and  fasciotomy 
may  still  be  required. 

No  longer  is  it  routine  to  have  the  orthopae- 
dic surgeon  obtain  fracture  stabilization  before 
vascular  repair  is  initiated.^’^’^’®-^’^^  Restoration 
of  blood  flow  to  the  ischemic  extremity  should 
be  the  first  priority  in  most  injuries.  However, 
a markedly  displaced  or  shortened  commin- 
uted fracture  may  need  to  first  be  stabilized  in 
order  to  establish  the  exact  length  of  the  vas- 
cular repair.  Initially,  a simple  external  fixa- 
tion using  a two-pin,  one-bar  system  can  be 
applied  with  a more  rigid  fixation  added  after 
the  vascular  repair.^  A tourniquet  should  not 
be  used. 

There  were  two  patients  in  our  series  in 
whom  orthopaedic  fixation  significantly 
delayed  the  beginning  of  vascular  reconstruc- 
tion. In  both,  the  implementation  of  rigid 
external  fixation  of  comminuted  tibial  frac- 
tures took  more  than  three  hours,  including 
more  than  two  hours  of  tourniquet  time.  These 
delays  in  revascularization  and  unnecessary 
use  of  the  tourniquet  may  be  partly  responsi- 
ble for  the  poor  results  in  these  two  cases.  One 
required  early  amputation  and  the  other 
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remains  in  an  external  fixator  to  stabilize  a 
grafted  nonunion  of  the  tibia  with  a severe, 
persistent,  distal  neurologic  deficit. 

Vascular  repair  should  include,  but  not 
solely  consist  of,  thrombectomy  as  thrombi 
are  always  a sign  of  underlying  endothelial 
pathology.  Resection  of  contused  segments  of 
vessel  and  grafting  using  autogenous  reversed 
saphenous  vein  from  the  opposite  extremity  is 
the  treatment  of  choice.  Major  venous  injury 
should  be  repaired  first,  followed  by  arterial 
repair.  The  use  of  regional  heparin  and  post- 
operative Dextran  appears  to  be  effective  in 
these  patients  in  the  prevention  of  small  vessel 
thrombosis.  Following  reanastomosis,  a re- 
peat arteriogram  can  be  invaluable  in  evaluat- 
ing any  anastomotic  technical  errors,  residual 
thrombus,  or  missed  “second  lesions.” 

Aggressive  plastic  surgical  management  is 
mandatory  for  any  injury  of  this  nature.  Infec- 
tion, the  number  one  cause  of  secondary  ampu- 
tation, can  often  be  prevented  by  thorough, 
frequent  debridements  followed  by  early  soft 
tissue  coverage  using  muscle  flaps  and  skin 
grafts. 

Injuries  Distal  to  the  Trifurcation 

Vascular  injuries  at  this  level  may  be  par- 
tially compensated  by  collateral  circulation 
arising  from  one  or  two  of  the  remaining  pat- 
ent vessels.  The  ability  of  this  collateral  circu- 
lation to  compensate  for  a damaged  vessel  can 
be  difficult  to  clinically  assess.  As  a general 
guideline,  some  authors  recommend  that  two 
out  of  three  vessels  are  required  for  a salvaged 
extremity  to  be  viable  and  functional.^’^^  Oth- 
ers believe  that  the  presence  of  one  doppler 
pulse  at  the  level  of  the  ankle  with  a pressure 
greater  than  50%  of  the  brachial  pressure  is 
sufficient  collateral  flow  to  avoid  reconstruc- 
tion.2  An  arteriogram  to  define  the  remaining 
vasculature  would  appear  to  be  invaluable 
prior  to  deciding  whether  or  not  to  attempt 
vascular  reconstruction. 

In  this  series,  three  patients  had  a distal 
injury  with  ischemic  feet  for  which  single  ves- 
sel saphenous  grafting  was  performed.  The 
results  were  mixed,  including  one  good,  one 
fair  and  one  amputation.  Table  1.  Two  other 
patients  had  what  clinically  appeared  to  be  a 
single  vessel  extremity  following  injury  with 
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one  of  the  two  distal  pulses  being  present. 
Vascular  reconstruction  was  not  performed  on 
the  damaged  vessel  in  either  case.  The  collat- 
eral circulation  was  clinically  believed  to  be 
sufficient,  arteriograms  were  not  done,  and 
the  final  results  were  one  good  and  one  fair 
extremity. 

In  summary,  three  of  five  patients  with  a 
single  vessel  extremity  below  the  trifurcation 
had  less  than  a satisfactory  result.  This  sug- 
gests that  the  presence  of  one  major  vessel  to 
the  foot,  whether  it  be  a reconstructed  or  a 
native  vessel,  does  not  guarantee  a good  result. 
The  decision  to  perform  vascular  reconstruc- 
tion may  ultimately  determine  the  viability 
and  functional  level  of  the  traumatized 
extremity.  It,  therefore,  should  be  a decision 
made  in  consultation  with  a vascular  surgeon 
and  based  both  on  the  patient’s  clinical  evalu- 
ation and  an  arteriogram. 

CONCLUSIONS 

Combined  musculoskeletal  and  vascular 
injuries  to  the  lower  extremity  require  prompt 
restoration  of  blood  flow  if  irreversible  muscle 
and  nerve  damage  is  to  be  avoided.  Arterio- 
grams are  often  needed  for  diagnosis,  and  are 
especially  useful  when  evaluating  collateral 
flow  in  injuries  distal  to  the  trifurcation.  Four- 
compartment  fasciotomy  can  reduce  the 
ischemic  time  by  restoring  the  collateral  circu- 
lation during  the  anastomosis.  Vascular  re- 


construction is  the  priority  and  skeletal  fixa- 
tion should  follow.  In  some  cases  a brief, 
limited  external  fixation  using  a two-pin  one- 
bar  system  can  proyide  the  necessary  fixation 
for  vascular  repair.  More  rigid  fixation  is 
added  later. 

Successful  outcome  following  severe  blunt 
trauma  requires  a coordinated  effort  by  the 
orthopaedic,  vascular,  and  plastic  surgeons, 
and  is  most  efficiently  achieved  in  the  trauma 
center  setting. 
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This  misread  x-ray  delayed  the 
patient’s  admission  and  treatment — 
and  resulted  in  a malpractice  claim. 

The  doctor  who  read  this  x-ray 
diagnosed  the  patient’s  nausea  and 
chest  discomfort  as  an  upper  res- 
piratory infection.  The  patient  was 
sent  home  on  antibiotics  and  anti- 
spasmodics  only  to  return  the  next 
day  — dead  on  arrival. 

A tragic  diagnosis,  because  both 
the  patient’s  complaints  and  chest 
x-ray  showing  air  under  the  dia- 
phragm pointed  to  a peptic  ulcer. 

High  patient  volume  and  rapid 
turnover  make  the  emergency  room 
the  site  of  a significant  number  of 
malpractice  incidents  in  the  hospi- 
tal. National  statistics  indicate  that 
misdiagnosis,  failure  to  admit  and 
improper  treatment  account  for  the 
majority  of  E.R.  malpractice.  Our 
experience  echoes  this. 

While  insurance  coverage  alone 
can’t  solve  the  malpractice  prob- 
lem, coverage  from  PHICO  Insur- 
ance Company  can  help.  Why? 

Because  we  do  more  than  simply 
protect  you  from  costly  malpractice 
suits.  We  also  provide  valuable 
information  on  avoiding  the  mal- 
practice trap. 

Each  year  our  medical  directors  review  hundreds  of  cases.  Their  goal:  to  spot  problem 
areas  or  emerging  trends  and  warn  policyholders,  through  timely  publications,  medical/legal 
seminars  and  other  educational  programs. 

So,  if  you’re  looking  for  more  than  just  insurance  protection,  look  to  PHICO  Insurance 
Company.  To  learn  more,  see  your  insurance  agent  or  broker,  or  contact  us  at  the  address 
below. 


^ ^ INSURANCE  COMPANY 

One  PHICO  Drive  / P.O.  Box  85  / Mechanicsburg,  PA  17055-0085  / (717)  766-1122 

ENDORSED  INSURER  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE  
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RECENT  ACTIVITIES  AT  THE  MEDICAL 
CENTER  OF  DELAWARE 

To  the  Editor: 

On  June  19, 1986,  the  Medical/Dental  Staff 
held  an  official  farewell  for  the  departing  resi- 
dents of  The  Medical  Center  of  Delaware  at 
the  DuPont  Country  Cluh. 

A total  of  61  residents  completed  their  educa- 
tion and  training  at  The  Medical  Center  of 
Delaware  in  1986.  Fourteen  of  these  are  enter- 
ing practice  in  northern  Delaware;  six  in  south- 
eastern Pennsylvania;  another  18  are  further 
specializing;  eight  are  going  into  the  U.S.  Pub- 
lic Health  Service  to  work  off  medical  school 
debts;  six  will  be  entering  practice  in  a distant 
location;  three  are  transferring  to  another 
hospital  in  the  same  specialty;  and  six  are  at 
this  time  still  uncertain  where  they  will  be 
going.  These  61  made  room  for  the  new  con- 
tingent of  64  young  physicians  who  joined  as 
residents  and  fellows  on  July  1. 

Five  awards  to  residents  for  scientific  pap- 
ers were  announced.  Dr.  Robert  S.  Howe  won 
the  L.B.  Flinn  Award  for  the  best  paper  by  a 
resident  with  his  entry,  “Early  Detection  of 
Neonatal  Streptococcal  Sepsis  - A Pilot  Study.” 
The  J ack  Gelb  F amily  Practice  Award  went  to 
Bruce  M.  Romanic,  M.D.,  for  the  best  paper 
written  by  a Family  Practice  resident,  “Teta- 
nus Immune  Status  of  Adult  Patients  in  an 
Urban,  Residency-Based  Family  Practice 
Setting.” 
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The  other  three  awards  were  given  by  The 
Medical  Center.  The  highest  of  these  went  to 
Dr.  Wayne  F.  Vose  for  his  paper,  “Stereoscopic 
Computer  Three-dimensional  Surface 
Displays.”  The  second  went  to  Dr.  Festus  B. 
Dada  for  his  paper,  “Current  Management  of 
Spontaneous  Pneumothorax:  The  Role  of 
Pleural  Stripping  Through  Axillary  Thorac- 
tomy,”  and  the  third  place  went  to  Dr.  Karl  E. 
Grunewald  for,  “The  Current  Status  of  Surgery 
for  Carcinoma  of  the  Esophagus”  (this  was 
published  in  the  Delaware  Medical  Journal  in 
August,  1986).  Honorable  mention  was  won  by 
Durriya  Saffiudin,  M.D.  for  her  paper,  “Atrial 
Myxoma.” 

In  addition  to  the  awards  for  the  scientific 
papers.  Dr.  Norman  L.  Cannon  received  the 
Distinguished  Service  Award  of  The  Medical 
Center  of  Delaware  and  the  Medical/Dental 
Staff  for  his  many  services  and  contributions 
to  The  Medical  Center,  the  medical  profession 
of  Wilmington  and  the  Delaware  Valley,  and 
the  people  served  by  these  physicians.  Dr. 
Cannon  practiced  urology  in  northern  Dela- 
ware from  the  time  he  returned  from  the  Army 
following  World  War  II  until  1975,  when  he 
took  a full  time,  salaried  position  with  The 
Medical  Center.  However,  his  greatest  contri- 
bution was  in  the  leadership  role  he  played  in 
the  medical  profession.  He  served  on  multiple 
occasions  as  president  of  the  Medical  Society 
of  Delaware,  the  Delaware  Academy  of  Medi- 
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cine,  and  the  Medical/Dental  Staff.  He  was  a 
member  of  the  staff  of  the  major  Wilmington 
hospitals  prior  to  merger;  perhaps  his  greatest 
single  contribution  was  as  the  architect  of  the 
merger  of  the  Wilmington  hospitals  that 
formed  The  Medical  Center  of  Delaware.  Dr. 
Leslie  W.  Whitney,  president  of  the  Medical/ 
Dental  Staff  made  the  presentation  to  Dr. 
Cannon,  and  in  his  introduction  of  Dr.  Can- 
non attempted  to  express  the  affectionate  rev- 
erence which  our  medical  community  feels  for 
him. 

E.  Wayne  Martz,  M.D. 

(Ed.  Note:  Dr.  Cannon,  in  accepting  the  award, 
in  turn  announced  an  award  to  Dr.  E.  Wayne 
Martz,  as  director  of  Education  and  Research 
for  The  Medical  Center  of  Delaware,  who 
retired  from  his  duties  at  the  end  of  August.) 

COOPERATIVE  VENTURES 

There  are  times  when  it  seems  that  the  Med- 
ical Society  of  Delaware  would  do  well  to  join 
forces  with  other  organizations  in  order  to 


strengthen  its  public  stand  on  issues  of  com- 
mon interest.  However,  my  recent  experience 
has  taught  me  that  such  a union  is  not  easily 
consummated. 

For  the  past  two  or  three  years,  physicians 
have  been  predicting  that  many  of  the  changes 
being  made  in  the  Medicare  Program  will 
result  in  inferior  medical  care  for  older  Ameri- 
cans. I have  long  believed  that  physicians  are 
their  patients’  best  advocates.  However,  it 
makes  sense  that  the  very  patients  that  we  are 
trying  to  protect  are  the  ones  who  should  be 
our  allies  in  our  efforts  to  make  our  Congress- 
men understand  the  dangers  of  continued 
Medicare  budget  cuts  and  physician  fee 
freezes. 

I knew  that  the  American  Association  of 
Retired  Persons  had  originally  supported  the 
physicians  fee  freeze,  but  I also  was  led  to 
believe  that  their  position  was  changing  as 
they  began  to  see  the  effects  of  multiple  Medi- 
care Program  changes.  What  better  organiza- 
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tion  could  be  convinced  to  join  with  us  to  lobby  tion  and  the  national  office?  It  certainly  is 

against  many  of  these  changes  than  the  different  than  the  one  that  the  Medical  Society 

AARP?  of  Delaware  has  with  the  AMA. 


Last  year,  I was  approached  by  members  of 
the  State  AARP’s  Legislation  Committee  for 
an  exchange  of  ideas.  I could  not  have  been 
more  delighted!  I found  the  gentlemen  to  be 
intelligent,  well-informed,  and  perceptive. 
They  were  open  to  suggestions,  and  I found 
that  many  of  their  attitudes  regarding  the 
Medicare  Program  were  not  unlike  mine.  As  a 
result  of  that  meeting  and  subsequent  discus- 
sions, I was  asked  to  assist  them  in  arranging 
a Seminar  to  include  leaders  of  the  Medical 
Society  and  members  of  the  AARP’s  Legisla- 
tion Committee.  I was  glad  to  do  so,  and  spent 
many  hours  in  preparation  for  a May  meeting 
in  Dover. 

I helped  to  convince  many  of  my  colleagues 
to  take  part  in  the  Seminar  and  prepared  a 
report  that  I was  to  give  at  its  conclusion. 
Finally,  on  May  22,  the  Seminar  took  place  in 
Dover.  It  appeared  that  the  other  physicians 
present  had  also  done  their  homework  and  I 
was  proud  and  pleased  by  their  performance. 
However,  the  entire  proceedings  of  the  Seminar 
were  strictly  managed  by  a representative  of 
the  Washington  Office  of  the  AARP.  I felt  that 
the  exchange  of  ideas  was  severely  hampered 
by  the  manner  in  which  the  meeting  was  made 
to  run  on  a time  schedule  that  was  more  pre- 
cise than  the  Greenwich  timepiece.  In  fact,  by 
the  time  I was  called  to  give  my  report  on  the 
“Future  of  Medicine,”  I barely  had  time  to  give 
the  introduction.  The  meeting  was  adjourned 
without  regard  to  the  completion  of  the  task  at 
hand. 

I came  away  from  the  Seminar  in  a state  of 
confusion.  Was  it  the  intention  of  the  AARP 
representative  from  Washington  merely  to 
orchestrate  a meeting  that  would  be  on  time, 
or  did  he  have  an  ulterior  motive?  Could  it  be 
that  the  national  leadership  of  the  AARP 
wished  to  torpedo  any  possibility  of  the 
AARP’s  state  organization  forming  a working 
relationship  with  the  Medical  Society?  Why 
did  the  local  AARP  Legislation  Committee, 
made  up  of  intelligent,  experienced  retirees, 
need  an  outsider  to  direct  its  meeting?  What  is 
the  relationship  between  the  local  organiza- 
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The  local  members  of  the  AARP’s  Legisla- 
tion Committee  were  excellent  hosts  and 
appeared  to  be  most  interested  in  hearing  the 
position  of  the  Medical  Society.  As  individu- 
als, many  of  the  members  seem  to  espouse  our 


loin  a 

medical  team 
that  Guards 
your 

community 
and  state. 

/\s  a ph\'sician  in  the  .Armv 
National  Guard,  you  can  broaden 
your  medical  ex[)erience  and  life 
experience.  "iou1l  start  as  an  olTicer, 
enjoNinq  all  the  pmileges  and  pres- 
tige rank  can  bring.  .-Vnd  you  can 
attend  professionally  appro\ed 
courses  at  no  cost.  Best  of  all,  youll 
be  helping  people  in  your  slate 
and  local  communitx’.  People  who 
really  need  your  special  skills.  For 
more  information,  contact  your 
Army  Guard  recruiter 

MAJ  CAROL  NICHOLS 
(302)  328-8653 
1-800-292-9608  in  DE 


The  Guard  is 
America  at  its  best. 


NATIOIMAL 

GUARD 


617 


Editorials 


own  ideals.  I respect  and  genuinely  like  those 
members  that  I have  had  a chance  to  get  to 
know.  However,  if  May  22  is  any  indication  of 
future  dealings,  I have  to  doubt  the  possibility 
of  a working  arrangement  between  our  two 
organizations. 

Yet,  I am  not  totally  defeated.  I still  think 
that  the  best  chance  we  have  of  avoiding  a 
two-tiered  system  of  medical  care  for  our 
patients  is  to  make  our  patients,  especially  our 
Medicare  patients,  aware  of  the  dangers  we 
face  if  the  Medicare  Program  continues  in  the 
direction  it  is  currently  headed. 

Would  I meet  with  the  AARP  again?  The 
answer  is  yes,  but  only  with  certain  stipula- 
tions. First,  I would  try  to  have  the  meeting  on 
the  Medical  Society’s  turf,  and  I would  cer- 
tainly want  to  have  more  control  over  the  pro- 
ceedings. I would  also  want  a better  under- 
standing of  the  organization’s  philosophy 
regarding  the  subject  at  hand,  as  well  as  some 
knowledge  of  the  inner  workings  of  the  organ- 
ization; for  instance,  the  relationship  between 


the  various  levels  of  the  organization  and  the 
amount  of  autonomy  of  the  various  levels. 

Perhaps,  the  prerequisites  I listed  for  a 
future  meeting  with  AARP  are  ones  that 
representatives  of  the  Medical  Society  of  Del- 
aware should  consider  before  attempting  to 
work  with  any  other  organization.  I would  cer- 
tainly not  like  to  see  others  duplicate  my  mis- 
take. I assumed  that  all  organizations  work 
with  the  same  free  and  open  expression  that 
we  enjoy  in  the  Medical  Society.  After  many 
hours  of  wasted  preparation,  I found  that  all 
organizations  are  not  as  fortunate  as  ours. 

Daniel  A.  Alvarez,  M.D. 

HE/SHE,  HIS/HERS 

Physicians,  from  allergists  to  urologists,  in 
increasing  proportions,  are  now  women.  Sev- 
eral months  ago,  four  of  my  five  Jefferson 
medical  students  were  women.  At  a conference 
for  them  which  I chaired,  the  other  physi- 
cians attending  both  happened  to  be  women.  I 
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pointed  out  to  the  group  that  I could  have  uti- 
lized the  conversational  construction,  “The 
Doctor.. .she,”  because  the  gender  of  the  physi- 
cians present  was  7:1  female  to  male.  I could 
have,  but  did  not,  and  will  not,  for  I hold  that 
in  the  English  language,  except  when  discuss- 
ing certain  increasingly  rare,  specific  groups 
such  as  Catholic  priests  and  professional 
football  players,  he  may  be  taken  to  mean  he 
or  she,  obviating  the  need  for  the  repeated  use 
of  the  awkward  phrases  he  or  she  and  his  or 
hers,  although  many  do  not  agree  with  me. 

While  Delaware  Medical  Journal  may  on 
rare  occasions  use  he/she,  s/he  or  his/hers, 
particularly  if  the  author  prefers  us  to  do  so, 
by  and  large  we  restrict  our  pronouns  to  he  and 
his,  with  the  understanding  that  those  are 
always  to  be  interpreted  as  he  or  she,  and  his 
or  hers  unless  otherwise  stated.  If  this  genderic 
decision  offends  any  of  our  constant  readers,  it 
would  be  appreciated  if  she  or  he  lets  me  know. 

Bernadine  Z.  Paulshock,  M.D. 
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Medical  secretary  with  a 
mmimum  of  five  years 
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salary  requirements  to 
Delaware  Medical  Journal, 
1925  Lovering  Avenue, 
Wilmington,  Delaware 
19806.  No  telephone  calls, 
please. 
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Medical  Center  has  an  exciting  way  to 
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ible  arrangement  of  office  suites  and 
mining  rooms  which  you  can  lease 
according  to  your  needs — for  as  little 
as  a few  hours  a week  or  as  much  as 
8 hours  a day.  Call  Deirdre  O’Connell  at 
302/368-5100  to  look  at  our  money- 
saving ideas  for  your  expanding  practice. 
After  all,  expanding  shouldn’t  take  the 
wind  out  of  your  sails. 
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AMERICAN  LOTTERY,  DPT  STYLE 

Anybody  reading  the  newspaper  today 
knows  that  the  American  people  came  out  of 
an  age  of  innocence  and  learned  that  an  easy 
way  to  make  money  is  to  find  a reason  for  a 
lawsuit  and  be  awarded  a juicy  prize.  Further- 
more, it  is  well-known  that  if  the  subject  of  the 
lawsuit  is  the  Health  Industry,  then  we  are 
talking  about  a small  fortune. 

The  possibilities  of  fulfilling  the  American 
dream  of  getting  rich  is  much  more  likely  to 
happen  now  than  it  was  just  one  generation 
ago.  In  the  olden  days,  you  had  to  work  hard, 
be  at  the  right  place  at  the  right  time,  and  hope 
for  the  best.  Nowadays  instead,  the  “me 
generation”  has  it  easier;  there  are  scores  of 
nouveau  riche  who  made  their  fortune  in  the 
courts.  Even  clairvoyants  are  not  concerned 
any  longer  about  losing  their  psychic  abilities 
as  a consequence  of  an  x-ray  or  a CT  scan. 


since  they  are  being  awarded  more  than 
$1,000,000  for  such  “mishaps.” 

But  May  of  1986  brought  us  an  even  better 
deal:  the  DPT  reserve  (for  product  liability). 
And  it  works  this  way:  suppose  that  by  State 
law  each  child  must  receive  a series  of  five 
DPT  immunizations  before  entering  school. 
Suppose  there  are  about  3,000,000  infants  bom 
every  year  in  the  USA.  Multiply  that  number 
by  five  and  you  get  15,000,000  potential  doses 
of  DPT  to  be  given  yearly.  Suppose  that  there 
is  an  increase  of 300%  (so  far)  in  the  price  of  the 
vaccine  of  which  70%  (so  far)  of  the  hiked  price 
is  set  aside  for  “product  liability  reserve”  by 
the  manufacturer,  and  your  guess  may  be  as 
correct  as  mine:  we  are  talking  about  big,  BIG 
money  to  be  awarded  in  lawsuits  each  year, 
just  like  a lottery  waiting  for  a winner. 

The  complications  of  DPT  vaccine  are 
known,  the  injury  rate  is  statistically  predict- 
able, and  therefore  there  are  no  valid  reasons 
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why  some  people  receive  larger  awards  than 
others  without  regard  to  the  extent  of  the 
injury.  Litigation  at  this  pace  is  leading  us 
straight  toward  bankruptcy.  What  physicians 
do  not  need  now  is  another  lottery.  Instead,  we 
deserve  better  and  updated  legislation. 

The  present  system  is  obsolete,  inadequate, 
and  unfair,  and  ought  to  be  changed.  We 


demand  a change!  We  demand  the  enactment 
of  a National  Vaccine-injury  Compensation 
Bill.  If  Congress  needs  a crisis  to  be  motivated 
to  act,  what  are  they  waiting  for? 

Maurice  Liebesman,  M.D.,  FAAP 
Chapter  Chairman 
Delaware  Chapter 
American  Academy  of  Pediatrics 


UNWANTED  HAIR  PERMANENTLY  REMOVED 

Frances  B.  Aerenson, 

R.N. 

LICENSED  ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE26 
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WILMINGTON,  DELAWARE 

III  Rehabilitation  Consultants,  Inc. 
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Eleanor  M.  Schaller,  O.T.R. 
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Your  patient  had  a routine  CBC  and 
Chemistry  Profile  drawn  at  8:30  a.m. 
on  Friday;  if  the  Glucose  Level  was 
450  mg/dL  or  the  WBC  47,000/mm3 
or  any  other  test  resulted  in  a critical 
value . . . 
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If  your  laboratory  is  Medlab,  you  will  know  within 
hours  and  before  your  office  closes  for  the  day. 

If  you  use  a large  nationwide  laboratory  you  might 
be  notified  at  3:00  AM  Saturday  morning;  or  possibly 
on  Saturday  between  9:00  and  5:00,  but,  most  likely, 
not  until  Monday  morning.  WHY?  Because  your 
specimen  won’t  arrive  at  their  laboratory  before  late 
Friday  evening  and,  in  most  cases,  the  tests  wouldn’t 
be  run  until  the  early  hours  of  the  following  day.  At 
Medlab,  we  run  routine  tests  within  hours  of  pick-up. 

During  these  times  of  change  in  the  healthcare  field, 
you  shouldn’t  have  to  worry  about  your  laboratory 
services. 


At  Medlab,  we  pride  ourselves  on  the  high  quality, 
flexibility,  customized  service,  and  advanced 
technology  that  we  offer  our  clients. 


LARGE  LABORATORY  TECHNOLOGY 
— LOCAL  LABORATORY  SERVICE 


INC. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 


SPECIAL  REPORT 


SUMMARY  OF  HEALTH-RELATED  LEGISLATION— 133RD 
GENERAL  ASSEMBLY 


The  second  session  of  Delaware’s  133rd 
General  Assembly  recessed  in  the  early  hours 
of  July  1.  The  Senate  will  probably  return  in 
September  to  consider  appointments  by  the 
governor,  and  it  is  possible  that  some  legisla- 
tion will  be  considered.  The  House  is  not 
expected  to  return  until  January,  1987,  when 
the  134th  General  Assembly  will  begin. 

Following  is  a listing  of  some  of  the  legisla- 
tion with  significance  for  medicine  that  was 
considered  by  the  133rd  General  Assembly.  A 
bill  introduced  in  the  Delaware  legislature 
must  pass  both  houses  in  the  same  form  before 
it  goes  to  the  governor  for  signature.  During 
the  past  session,  most  legislation  dealing  with 
health  and  medical  care  was  assigned  to  either 
the  Senate  Health-Social  Services/Aging 
Committee,  chaired  by  Senator  Herman  M. 
Holloway,  Sr.,  or  the  House  Human  Resources 
Committee,  chaired  by  Representative  Jane 
Maroney. 


In  addition,  there  were  many  tort  reform 
bills  presented  in  both  the  House  and  Senate 
that  did  not  pass.  Many  of  the  tort  reform 
actions  requested  this  past  year  are  already 
enjoyed  by  the  medical  community  in  Dela- 
ware. Two  bills  that  did  pass  and  have  been 
signed  into  law  by  the  governor  are  HB  444, 
which  bans  unjustified  mid-term  cancellations 
or  non-renewals  of  liability  insurance  policies, 
and  HB  497,  which  requires  insurance  com- 
panies to  supply  financial  data  annually  to 
the  Insurance  Commissioner  and  General 
Assembly. 

Allston  J.  Morris,  M.D.,  is  chairman  of  the 
Public  Laws  Committee,  which  considers 
health  legislation  and  makes  recommenda- 
tions to  the  Board  qf  Trustees  of  the  Medical 
Society  of  Delaware.  For  further  information 
or  a copy  of  any  of  the  bills  listed,  contact 
the  Medical  Society  office  at  658-7596,  or 
(800)  348-6800. 
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BILL 

TITLE-SUBJECT 

SOCIETY 

POSITION 

CURRENT 

STATUS 

SB  33 

To  revise  the  laws  on  voluntary  and  involuntary  steriliza- 
tion (Holloway) 

Supported 

Signed 

7/12/85 

SB  38 

To  authorize  the  State  Board  of  Health  to  establish  stan- 
dards and  regulate  home  health  agency  programs 
(Holloway) 

Supported 

Signed 

7/1/85 

SB  127 

To  restrict  corneal  removal  by  the  State  Medical  Examiner 
for  an  authorized  eye  bank  to  those  cases  requiring  an 
autopsy  (Cordrey) 

Supported 

Signed 

6/28/85 

SB  163 

To  provide  $7,500  for  medical  screening  to  assess  the  effects 
of  vinyl  chloride  on  residents  of  the  Delaware  City  area 
(Vaughn) 

Supported 

Signed 

7/4/85 

SB  167 

To  create  laws  protecting  children  and  youth  from  sexual 
exploitation  (Connor) 

Supported 

No  Senate 
action 

SB  171 

To  provide  a legal  standard  for  determining  death  (Berndt) 

Supported 

Signed 

2/5/86 

SB  322 

To  authorize  those  who  remove  donated  organs  or  bodily 
parts  to  draw  blood  samples  from  the  donor  (Cordrey) 

Supported 

Signed 

6/30/86 

SB  413 

To  allow  enforcement  against  the  sale  of  mind-altering 
drugs  (Holloway) 

Supported 

Signed 

6/18/86 

SB  415 

To  make  it  illegal  to  traffic  in  LSD  (Holloway) 

Supported 

Signed 

6/27/86 

SB  421 

To  give  the  Board  of  Medical  Practice  the  power  to  set 
standards  for  and  regulate  the  practice  of  acupuncture  in 
Delaware  (Holloway) 

Supported 

principle; 

changes 

recommended 

Passed 
Senate; 
no  House 
action 

SB  432 

To  require  the  Foster  Care  Review  Board  to  gradually 
assume  jurisdiction  to  review  each  year  all  children  in  fos- 
ter care  (Holloway) 

Supported 

Signed 

6/19/86 

SB  463 

To  establish  a patient  abuse  act  and  require  the  Depart- 
ment of  Health  and  Social  Services  to  review  reported  inci- 
dents within  24  hours  (Holloway) 

Supported 

principle; 

changes 

recommended 

Signed 

7/9/86 

SB  503 

To  allow  the  Board  of  Medical  Practice  to  set  regulations  for 
Physician’s  Assistants  and  register  them  (Holloway) 

Supported 

Signed 

7/9/86 

SB  518 

To  require  the  State  Board  of  Education  to  require  pro- 
grams that  foster  healthy  lifestyles  among  school-age 
children  (Holloway) 

Supported 

Signed 

7/8/86 
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HB  1 for 
HB  14 

To  give  the  State  Board  of  Health  the  authority  to  regulate 
free-standing  birthing  centers,  surgical  centers,  and  emer- 
gency centers  (Davis) 

Supported 

Signed 

6/25/86 

HB  32 

To  change  the  method  of  execution  from  hanging  to  lethal 
injection  (Roy) 

No  position 

Signed 

6/13/86 

HB  82 

To  regulate  the  sale  of  concentrated  alcoholic  beverages 
(Barnes) 

Supported 

Signed 

6/28/85 

HS  1 for 
HB114 

To  require  the  installation  and  use  of  seat  belts  on  all  new 
school  buses  (Maroney) 

Supported 

No  House 
action 

HB  120 

To  require  a product  warning  on  smokeless  tobacco  pack- 
ages (Gilligan) 

Supported 

Signed 

6/30/86 

HB  163 

To  ensure  that  an  applicant  for  a school  bus  driver’s  license 
is  properly  qualified  (Houghton) 

Supported 

Signed 

7/8/86 

HS  1 for 
HB  326 

To  redefine  certain  sexual  offenses,  such  as  indecent  expo- 
sure and  incest  (Maroney) 

Supported 

Signed 

7/9/86 

HB  395 

To  clarify  the  powers  of  the  Department  of  Correction 
regarding  the  diagnosis  and  treatment  of  infectious  dis- 
eases among  inmates  (Outten) 

Supported 

Signed 

7/3/86 

HS  1 for 
HB  414 

To  ban  smoking  in  most  public  places  (Free) 

Supported 

Passed 
House; 
tabled  in 
Senate 

HB  444 

To  ban  unjustified  mid-term  cancellations  or  non-renewals 
of  liability  insurance  policies  (D.  Ennis) 

Supported 

Signed 

5/9/86 

HB  447 

To  require  front  seat  occupants  in  motor  vehicles  to  wear 
seat  belts  (Spence) 

Supported 

Passed 
House; 
defeated 
in  Senate 

HB  497 

To  permit  a study  of  pooling  state  liability  insurance 
classes  (D.  Ennis) 

Supported 

Signed 

5/9/86 

HB  508 

To  make  violations  of  the  uniform  controlled  substances 
act  felonies  (Taylor) 

Supported 

Signed 

7/9/86 

HB  527 

To  require  liquor  license  holders  to  post  signs  on  the  danger 
of  alcohol  consumption  during  pregnancy  (Van  Sant) 

Supported 

Passed 
House; 
no  Senate 
action 

HB  536 

To  amend  rules  governing  possession  and  distribution  of 
controlled  substances  and  make  violations  felonies  (Taylor) 

Supported 

Signed 

7/9/86 

HB  552 

To  permit  the  Board  of  Medical  Practice  to  temporarily 
suspend,  pending  a hearing,  the  certificate  to  practice  med- 
icine held  by  a Delaware  physician  (Maroney) 

Supported 

Passed 
House; 
no  Senate 
action 
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SHERMER  H.  STRADLEY,  JR.,  M.D. 

Dr.  Shermer  H.  Stradley,  Jr.,  of  Alapocas,  died  Thursday,  September  4, 
1986,  at  St.  Francis  Hospital  from  complications  of  a stroke.  He  was  77. 


Dr.  Stradley  graduated  from  Hahnemann  Medical  College  in  1934.  He  was 
part  of  the  medical  department  of  the  DuPont  Company  for  many  years,  until 
his  retirement  in  1974.  Dr.  Stradley  was  a Life  Member  of  the  Medical  Society 
of  Delaware. 


He  is  survived  by  his  wife,  the  former  Margaret  Spencer;  a son,  Spencer  H. 
of  McDaniel  Heights;  a daughter,  Susan  MacKay  of  Lexington,  Massachu- 
setts; and  six  grandchildren. 
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IN  BLACK  AND  WHITE 


Edited  by  Dennis  R.  Witmer,  M.D. 


Send  contributions  (not  necessarily  always  of  medicine,  black  and  white  glossy  prints  only, 
please)  to  Dennis  Witmer,  M.D.,  Delaware  Medical  Journal,  1925  Lovering  Ayenue,  Wilmington, 
Delaware  19806. 
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supplies. 
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—A  complete  line  of  bags,  tubes  and  for- 
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•Pain  Management -7EA/S,  biofeed- 
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sale  on  your  prescription. 
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ship  anywhere  by  UPS. 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


HANDBOOK  ON  THE  AGED  IN  THE  UNITED 
STATES,  edited  by  E.B.  Palmore,  Greenwood 
Press,  Westport,  Ct.,  1 984,  458  pp.,  $49.95. 

Dr.  Palmore  is  Professor  of  Medical  Sociol- 
ogy and  Senior  Fellow  in  the  Center  for  the 
Study  of  Aging  and  Human  Development  of 
Duke  University  Medical  Center.  His  twenty 
nine  contributors  are  almost  all  Ph.D.  geron- 
tologists in  academia  across  the  United  States, 
each  an  expert  in  his  own  field,  according  to 
the  editor. 

The  twenty  four  chapters  of  this  book  are 
divided  into  four  groupings:  demographic,  re- 
ligious, ethnic,  and  groups  with  special  con- 
cerns. The  last  includes  among  others,  the 
mentally  ill,  the  institutionalized,  criminals, 
victims  of  crime,  and  homosexuals  (all  elderly). 
The  reader  will  learn  that  Medicare  pays  for 
only  forty  four  percent  of  health  care  expenses 
of  the  elderly,  and  will  be  happy  to  hear  that 
the  majority  of  the  elderly  are  not  socially  iso- 
lated and  lonely,  and  that  sex  over  sixty  five 
continues  to  go  on  for  most  persons. 

For  anyone  interested  in  the  sociologic  prob- 
lems of  the  elderly,  this  handbook  is  a valuable 
storehouse  of  useful  information  and  a de- 
bunker of  myths.  It  does  not  discuss  medical 
problems. 

David  Platt,  M.D. 

BIOPHILIA,  by  Edward  O.  Wilson,  Cam- 
bridge, MA,  Harvard  University  Press,  1984. 
157  pp.  Price  $15.00 

The  author  is  Professor  of  Science  at  Har- 
vard University  and  an  internationally 
acclaimed  specialist  in  field  studies  of  the  life 
history  of  ants.  His  intimate  descriptions  of 
the  daily  lives  of  ants  are  a delight  to  read. 
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For  the  title  of  this  book  he  has  coined  the 
work,  “biophilia,”  and  defines  it  as  the  innate 
urge  to  affiliate  with  other  forms  of  life.  His 
essays  in  this  book  range  from  the  microscopic 
wilderness  in  a handful  of  soil  to  the  wonders 
of  interplanetary  space  and  the  prediction  that 
man  will  succeed  in  colonizing  it.  He  makes  a 
plea  for  conservation  to  preserve  man’s  place 
within  the  universe  of  species;  he  lists  as  a 
terrible  catastrophe  the  ongoing  clearing  of 
the  tropical  rain  forests,  in  the  name  of  eco- 
nomic expediency,  with  the  resultant  extinc- 
tion of  thousands  of  species  of  life  every  year. 
With  each  species  lost,  there  is  the  total  loss  of 
its  genetic  codes,  built  up  slowly  over  millenia 
of  evolution. 

But  the  author  sees  as  the  greatest  danger  of 
all  the  threat  of  nuclear  war,  which  will  wreck 
the  balanced  interdependency  of  life  on  our 
planet. 

David  Platt,  M.D. 

LEAD  & LEAD  POISONING  IN  ANTIQUITY, 
by  Jerone  O.  Nriagu,  Philadelphia,  John  Wiley 
& Sons,  Inc.  437  pp.  Price  $54.95. 

This  is  a scholarly  book,  not  meant  for  cas- 
ual reading,  but  good  to  browse.  Along  with 
gold,  lead  is  one  of  the  oldest  known  metals 
and  since  antiquity  men  have  tried  to  change 
the  one  into  the  other.  Thus,  in  ancient  Egypt, 
Amonem-Opet  warned  his  son: 

He  who  wishes  trickery  to  turn  copper 
into  gold  will  find  when  the  next  day 
dawns  that  it  has  become  lead. 

Scams  are  also  apparently  as  old  as  time. 

Lead  was  used  for  many  purposes,  including 
vessels  for  wine,  the  daily  drink  at  most 
Roman  meals.  Nriagou  suggests  it  was  actu- 
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ally  unrecognized  lead  poisoning  which  led  to 
the  decline  and  fall  of  the  Roman  emperors 
and  their  empire. 

Bernadine  Z.  Paulshock,  M.D. 

ULTRASOUND  IN  OBSTETRICS  AND  GYNE- 
COLOGY, edited  by  Patricia  Ann  Athey  and 
Frank  P.  Hadlock,  The  C.V.  Mosby  Company, 
St.  Louis,  1985.  382  pp.,  price  unavailable. 

This  book  represents  an  updated  version  of 
the  first  edition  published  in  1981.  Obstetric 
and  gynecologic  ultrasound  has  advanced  con- 
siderably over  the  past  several  years  and  a 
more  recent  edition  is  definitely  needed.  This 
book  provides  a rather  thorough  discussion  of 
the  recent  developments  in  the  clinical  prac- 
tice of  obstetric  and  gynecologic  ultrasound. 
Various  developments  have  taken  place  and 
are  now  incorporated  in  this  new  edition. 

There  are  several  chapters  that  are  ex- 
tremely worthwhile  and  deal  with  the  more 
dramatic  changes  in  ultrasound  over  the  past 
several  years.  Chapter  4,  “Determination  of 
Fetal  Age”  co-authored  by  Dr.  Hadlock  pres- 
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ents  an  in-depth  discussion  of  the  various 
types  of  sonographic  measurements  in  deter- 
mining fetal  age.  Dr.  Hadlock  has  been  a pio- 
neer in  this  field,  which  is  evident  by  his 
numerous  recent  articles,  most  of  which  were 
published  after  the  first  edition  had  gone  to 
press.  There  is  a rather  thorough  discussion 
dealing  with  the  multiple  parameters  in  fetal 
dating,  including  numerous  tables  and  ultra- 
sonic images  demonstrating  how  to  obtain  the 
appropriate  measurements.  Chapters,  “Detec- 
tion of  Abnormal  Fetal  Growth  Patterns”  also 
co-authored  by  Dr.  Hadlock,  presents  an  excel- 
lent discussion  of  the  most  current  data  avail- 
able on  intra-uterine  growth  retardation  with 
clinical  considerations  as  well  as  sonographic 
methods  for  detection  of  lUGR.  Several  graphs 
and  tables  are  available  including  representa- 
tive case  analysis  that  help  the  reader  under- 
stand better  the  ultrasonic  assessment  of 
lUGR.  The  same  method  was  used  in  the  dis- 
cussion of  sonographic  methods  for  detection 
of  macrosomia. 

Chapter  6,  “Detection  of  Fetal  Anomalies” 
which  is  solely  authored  by  Dr.  Hadlock,  has 
been  expanded  considerably  since  the  publica- 
tion of  the  earlier  text  and  includes  a vast  col- 
lection of  the  congenital  anomalies  that  can  be 
detected  ultrasonically.  Numerous  conven- 
tional radiographs  accompany  the  ultrasound 
studies  to  enable  the  reader  to  better  under- 
stand the  role  of  ultrasound  in  detecting  these 
anomalies.  There  is  an  extremely  comprehen- 
sive list  of  references  following  this  chapter. 
These  references  provide  an  addition  to  the 
greatly  expanded  appendix  which  also  in- 
cludes a table  of  the  conditions  that  can  be 
diagnosed  prenatally  using  sonography. 


Book  Reviews 

Because  of  our  litiginous  society,  the  ultrason- 
ographer  as  well  as  the  obstetrician  is  becom- 
ing more  suit  conscious  in  evaluating  the 
developing  fetus  to  rule  out  the  possibility  of 
any  underlying  congenital  anomaly.  The  fol- 
lowing chapter,  “Sonographic  Evaluation  of 
Fetal  Well-Being”  will  be  of  help  to  the  obste- 
tricians by  describing  the  fetal  biophysical 
profile  scoring  system. 

Other  new  chapters  deal  with  the  invasive 
procedures  such  as  amniocenteses,  intra-uter- 
ine transfusions,  and  more  recently  chorionic 
villus  sampling.  There  is  also  a chapter  de- 
voted to  ultrasound  evaluation  of  the  infertile 
patient.  The  role  of  ultrasound  in  infertility 
including  in  vitro  fertilization  and  artificial 
insemination  is  presented. 

I was  somewhat  disappointed  to  see  that  the 
only  mention  of  the  biologic  effects  of  ultra- 
sound received  less  than  a page  of  text  placed 
at  the  end  of  the  book.  A book  devoted  to 
obstetric  and  gynecologic  ultrasound  should 
include  a more  thorough  presentation  of  this 
area  to  allow  the  obstetrician  to  discuss  more 
intelligently  with  his  patients  the  mechanisms 
and  biologic  effects  of  ultrasound  on  the  devel- 
oping fetus. 

Overall,  the  book  is  well-written  and  com- 
plete with  a comprehensive  bibliography  as 
well  as  many  satisfactory  ultrasound  images 
which  enable  the  reader  to  understand  the 
value  of  obstetric  and  gynecologic  ultrasound 
in  clinical  practice.  The  book  would  be  a worth- 
while investment  for  any  obstetrician,  gyne- 
cologist or  radiologist  involved  in  interpreting 
these  types  of  ultrasound  examinations. 

Steven  L.  Edell,  D.O. 
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In  Brief 


IMPAIRED  PHYSICIAN  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN  TROU- 
PROGRAMBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call  (302)  654-1001. 
The  anonymity  of  the  caller  is  assured. 

COLLEAGUES  Davis  G.  Durham,  M.D.,  was  co-author  of  an  article  entitled  “3000  YAG 
IN  THE  Lasers  in  Posterior  Capsulotomy,”  which  appeared  in  Ophthalmic  Surgery, 
NEWS  August,  1986. 

John  T.  Ogleshy,  II,  M.D.,  and  John  S.  Wills,  M.D.,  co-authored  an  article 
entitled  “Percutaneous  Gastrostomy:  A Safe,  Cost-Effective  Alternative  to 
Surgical  Gastrostomy  and  Intravascular  Hyperalimentation,”  which  appear- 
ed in  Nutritional  Support  Services,  February,  1986. 

CLINICAL  MEETINGS  AND  NOTICES 


CRITICAL  CARE 
MEDICINE  FOR 
PRACTICING 
PHYSICIANS 


ALTERNATE 

DELIVERY 

SYSTEMS 

CONFERENCE 


1986  FACIAL 
PLASTIC 
SURGERY 
WORKSHOPS 


THIRD  ANNUAL 
METHADONE 
CONFERENCE 


1986  AAFP 
INVITATIONAL 
SCIENTIFIC 
CONGRESSES 


Franklin  Square  Hospital  Center  is  presenting  a one  day  seminar  focusing 
on  “Practical  Aspects  of  Critical  Care  Medicine  for  Practicing  Physicians,” 
to  be  held  Saturday,  November  8,  1986,  at  the  Baltimore  Marriott-Inner 
Harbor  Hotel.  6V2  hours  of  Category  1 credit  will  be  offered.  The  most  recent 
advances  in  the  treatment  of  problems  commonly  encountered  in  the  criti- 
cally ill  patient,  including  AIDS  patients  in  ICU,  will  be  presented.  For 
additional  information,  contact  The  Health  and  Education  Council,  Inc., 
7201  Rossville  Boulevard,  Baltimore,  MD,  21237,  or  call  301-686-3610. 

The  American  Society  of  Internal  Medicine  is  sponsoring  a program  on 
“Alternative  Delivery  Systems  — Strategies  for  Physician  Control.”  This 
two  day  conference,  to  be  held  October  17-18,  1986,  at  the  Marriott  Crystal 
Gateway,  in  Washington,  D.C.,  is  aimed  at  those  who  are  considering  spon- 
soring or  participating  in  HMO  or  PPOs,  or  who  are  already  involved,  but 
desire  more  in-depth  knowledge  of  operational  issues.  The  program  has  been 
approved  for  10V2  hours  of  Category  1 CME  credit.  Contact  ASIM  for  more 
information  at  1101  Vermont  Avenue,  NW,  Suite  500,  Washington,  D.C. 
20005-3457. 

The  American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery  will 
hold  two  of  its  six  major  courses  this  fall.  The  first,  on  Rhinoplasty,  will  be 
held  October  11-15,  1986,  at  the  Wynfrey  Hotel  in  Birmingham,  Alabama. 
Up  to  47  credit  hours  will  be  offered.  The  second  will  be  held  November  5-9, 
1986,  at  the  Ohio  State  University  Medical  Center  in  Columbus.  34  credit 
hours  will  be  offered.  More  information  may  be  obtained  from  the  Academy 
office,  located  at  1101  Vermont  Avenue,  NW,  Suite  404,  Washington, 
D.C.,  20005. 

The  Third  Annual  Northeast  Regional  Methadone  Conference  will  be  held 
December  1-3, 1986,  at  the  Hyatt  Baltimore.  This  year’s  focus  will  be:  “Metha- 
done Treatment  Two  Decades  of  Success  — Planning  for  the  Future.”  For 
more  information,  call  or  write  Richard  H.  Lane,  Chairman,  c/o  Man  Alive, 
Inc.,  2100  North  Charles  Street,  Baltimore,  MD  21218;  301-837-4292. 

Immediately  following  the  AAFP  Scientific  Assembly  in  Washington,  D.C., 
plan  to  attend  either  the  Big  Apple  Seminars,  to  be  held  October  2-5, 1986,  in 
New  York  City,  or  the  Invitational  Scientific  Congress  on  October  2-9, 1986,  in 
Barbados,  West  Indies.  Transportation  will  be  arranged  from  Washington, 
D.C.  to  both  locations.  For  more  information,  consult  the  detailed  Conven- 
tion Air  Information  and  Reservation  Application  in  the  38th  Annual  Scien- 
tific Assembly  Registration  Booklet  which  was  sent  out  in  May,  or  call 
800-821-2512. 
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In  Brief 


SAN  DIEGO 
CONFERENCE 


WEST  COAST 
PEDIATRIC 
CONFERENCE 


LATEST 
DEVELOPMENTS 
IN  ALZHEIMER’S 
DISEASE, 
OSTEOPOROSIS, 
AND 

INCONTINENCE 


R.O.Y.  WARREN 
MEMORIAL 
LECTURE  SERIES 


ANNUAL 

PEDIATRICS 

MEETING 


The  University  of  California,  San  Diego  is  planning  a continuing  medical 
education  conference  called  “Clinical  Advances  in  Self-Psychology”  to  be 
held  October  24-26, 1986,  at  Vacation  Village  Resort  in  San  Diego,  Califor- 
nia. Up  to  17  credit  hours  will  be  offered.  For  brochure  and  more  informa- 
tion, call  619-534-3940. 

The  Orange  County  Pediatric  Society/California  Chapter  4,  American 
Academy  of  Pediatrics,  is  holding  a program  entitled  “Current  Advances  in 
Pediatrics”  on  October  17-19,  1986,  at  the  Disneyland  Hotel  in  Anaheim, 
CA.  For  further  information,  contact  the  Orange  County  Pediatric  Society 
at  P.O.  Box  1297,  Orange,  CA,  92668,  or  at  714-978-2415. 

The  American  Geriatrics  Society  and  the  American  Federation  for  Aging 
Research  will  be  hosting  their  joint  annual  meetings  November  16-19, 1986, 
at  the  Marriott  Hotel,  Chicago,  Illinois.  The  latest  developments  in  research 
and  scientific  management  of  Alzheimer’s  Disease,  osteoporosis,  and  incon- 
tinence will  be  explored.  This  conference  is  immediately  preceding  the  39th 
Annual  Meeting  of  the  Gerontological  Society  of  America.  For  more  details 
contact:  American  Geriatrics  Society,  Room  1470, 10  Columbus  Circle,  New 
York,  NY  10019,  or  212-582-1333. 

The  Delaware  Chapter  of  the  American  Academy  of  Pediatrics  is  sponsor- 
ing a R.O.Y.  Warren  Memorial  Lecture,  to  be  held  Friday,  November  7, 1986, 
from  9:00  a.m.  to  4:00  p.m.,  at  the  Delaware  Academy  of  Medicine  Building. 
Five  hours  of  Category  1 credit  will  be  given.  Speakers  will  be  Robert 
Dougherty,  M.D.,  Ph.  D.,  Medical  Director  at  A.I.  du  Pont  Institute,  William 
Frankenburg,  M.D.,  from  the  University  of  Colorado,  and  Sylvan  Stool, 
M.D.,  Chief  of  E.N.T.  at  Pittsburgh  Hospital.  For  more  information,  please 
call  Forrest  G.  Hawkins,  M.D.  at  762-6333. 

Washington,  D.C.will  be  the  site  of  the  annual  meeting  of  the  American 
Academy  of  Pediatrics,  to  be  held  November  1-6,  1986.  Highlights  include 
presentations  by  such  notable  physicians  as  Dr.  Elisabeth  Kubler-Ross, 
and  Dr.  Ruth  Kempe.  For  more  information,  contact  the  Academy  at 
800-433-9016. 


A nursing  center  so  nice, 
it  feels  like  home. 

• skilled  and  intermediate  care 
• out-patient  physical  therapy 

• in-house  physical,  speech, -and 
occupational  therapy 

respite  care 

Leader  Nursing 
and  Rehabilitation 
Center 

700  Foulk  Road 
Wilmington 
'(302)  764  - 0181 
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THROW  OUT  THE  BATHWATER  IF  YOU 
MUST  BUT  PLEASE,  SAVE  THE  BABY! 

I have  invited  Victor  Battaglia,  Esquire,  of 
the  firm  of  Biggs  & Battaglia,  Counsel  for  the 
Medical  Society  of  Delaware,  to  present  the 
following  remarks.  I sincerely  endorse  them. 
— John  H.  Benge,  M.D.,  President. 

The  modern  Court  system  is  remarkable.  It 
has  intermittently  acted  as  father,  mother, 
guardian,  protector,  and  social  regulator  to  us 
all.  It  has  changed  medical  practices  and 
mores  frequently  without  more  than  a passing 
nod  towards  elected  representatives  whom  we 
have  selected  to  mold  public  policy.  It  has  des- 
troyed consistency  and  substituted  expensive 
ambiguity. 

In  recent  years,  the  Court  has  singlehand- 
edly  dismantled  a telephone  system  previously 
regarded  as  the  best  in  the  world,  outlawed  the 
use  of  confessed  judgment  notes  (a  simple 
procedure  for  borrowers  to  secure  a loan) 
unless  a costly  Court  hearing  was  interposed, 
stripped  away  the  accoutrements  of  certain 
professions,  and  then  complained  about  lack 
of  professionalism.  How  frequently  has  the 
Court  system  recently  complained  bitterly 
about  the  failure  of  professions  to  engage  in 
self-regulation  while  at  the  same  time  creating 
barriers  to  effectuate  self-regulation? 

Time  after  time  it  appears  that  the  Court  has 
thrown  out  the  bathwater — baby  and  all.  In 
many  instances,  the  Courts  have  chosen  to 
nullify  effective,  time-tested  customs  and 
practices,  rather  than  to  take  the  time  to  cor- 
rect misuse  of  such  devices.  No  clearer  or  more 
painful  illustrations  of  this  tendency  are  the 
deadly  blows  with  which  the  Supreme  Court 
dismantled  a peer  review  process  which  served 
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the  medical  profession  and  the  medical  com- 
mittees effectively,  efficiently,  and  inexpen- 
sively for  decades.  After  the  Court’s  opinion  in 
Arizona  v.  Maricopa  County  Medical  Society, 
475  U.S.  332  (1982)  and  Union  Labor  Life 
Insurance  V.  Piremo  458  U.S.  119  (1982),  local 
medical  societies  have  been  obliged  to  limit 
peer  review  activity  much  as  was  done  in  1983 
with  regard  to  peer  review  of  fees  and  the 
necessity  of  quality  of  care.  The  medical  pro- 
fession has  been  required  to  limit  peer  review 
of  fees  and  quality  of  care  to  cases  in  which  the 
parties  voluntarily  participate  and  in  which 
the  results  would  be  advisory  only. 

The  American  Medical  Association  now 
suggests  legislation  which  would  permit  the 
state  to  delegate  local  medical  societies  to 
conduct  peer  review  as  an  agent  for  the  state. 
It  is  contemplated  that  this  device  would  make 
such  review  state  action,  and  immune  from 
anti-trust  inspired  litigation.  It  is  to  be 
regretted  that  such  legislation  is  required,  but 
without  it  peer  review  must  be  seriously 
weakened  or  abandoned  because  of  the  threat 
of  bankrupting  legal  expenses  associated  with 
such  litigation.  Only  if  the  legislature  passes 
such  legislation  may  physicians  again  effec- 
tively engage  in  peer  review. 

Let  us  then  hope  that  if  this  process  becomes 
viable,  the  Supreme  Court  does  not  blindly 
strike  again.  The  medical  profession,  the 
community,  and  the  physicians’  patients  need 
and  deserve  an  effective  peer  review 
mechanism. 


ANNOUNCING 


HEALTH  PLAN 
OF  DELAWARE 


TO  ASSURE  QUALITY  CARE  FOR  YOUR 
PATIENTS  AND  YOUR  FAMILY .. . 


FOR  YOUR  PATIENTS: 

As  a participating  physician  you  will  be  a part  of 
Delaware's  only  physician  owned  IPA/HMO.  For 
further  details  or  for  questions  concerning  the 
current  Physicians  Health  Services  of  Delaware, 
Ltd.  stock  offering,  call  (302)  655-2777. 


FOR  YOUR  FAMILY: 

Health  Plan  of  Delaware  is  currently  being 
offered  to  all  physicians,  office  staff  and 
dependents  through  the  Medical  Society  of 
Delaware.  Please  call  658-7596  for  further 
information  on  benefits. 


Consider  the 
causative  organisms... 


250-mg  Pulvules®  t.i.d. 
offers  effecfiveness  againsf 
fhe  major  causes  of  bacterial  bronchitis 

pemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae.  Streptococcus  pyogenes 

impicilMn-susceptible)  (ampicillin-resisfant) 


\ote:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
) the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
ilergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


eclor'  cetoclor) 
mmary.  Consult  the  package  literature 
presoribing  information, 
lications:  Lower  respiratory  infections. 
:luding  pneumonia,  caused  by  sus- 
Dtible  strains  of  Streptococcus  pneu- 
wiae.  Haemophilus  influenzae,  and 
^pyogenes  (group  A beta-hemolytic 
Ifeptococci). 

tntraindications;  Known  allergy  to 
Ohalosporins. 

Himings;  CECLOR  SHOULD  BE  ADMIN- 
h ERED  CAUTIOUSLY  TO  PENICILLIN- 
iNSITIVE  PATIENTS.  PENICILLINS 
yiD  CEPHALOSPORINS  SHOW  PARTIAL 
ftOSS-ALLERGENICITY.  POSSIBLE 
ifACTIONS  INCLUDE  ANAPHYLAXIS. 
Administer  cautiously  to  allergic 
lients. 

yseudomembranous  colitis  has  been 
forted  with  virtually  all  broad-spectrum 
iibiotics.  It  must  be  considered  in 
Kerential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  is  altered 
by  broad-spectrum  antibiotic  treatment, 
possibly  resulting  in  antibiotic-associated 
colitis. 

Precautions; 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins. 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended.  Ceclor  should  be  admin- 
istered with  caution  in  such  patients. 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  In  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother's  milk.  Exercise 
caution  in  prescribing  for  these  patients. 

Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon.  Those  reported  include: 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like  reactions):  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  synrirome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other;  eosinophilia,  2%;  penital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  tor  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Clinitest " tablets  but  not  with  Tes-Tape" 
(glucose  enzymatic  test  strip,  Lilly) 

© 1986.  ELI  LILLY  AND  COMPANY  |060485LR| 
AMilional  inlormalion  available  lo  the 
piDlession  on  iBouesl  fmm  Eh  Lilly  arm 
Company,  hmianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc. 
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“Blue  Cross  Blue  Shield... 
after  loddng  at  the  market, 
I knew 
I’d  found 

^1  1 i 


“Most  business  executives  know  that 
careful  consideration  of  the  competition 
is  essential  to  building  a solid  business. 

I make  business  decisions  for  Reston 
Corporation  after  I’ve  analyzed  the  mar- 
ket and  considered  all  the  facts. 

“And  the  facts  are  clear:  Blue  Cross 
Blue  Shield  has  the  widest  range  of 
health  care  options  available  in  Delaware. 
So,  employers  can  offer  the  right  choices 
at  the  right  price. 

“If  you’re  considering  health  care  cov- 
erage, the  facts  tell  the  story... more 
experience,  more  benefits... Blue  Cross 
Blue  Shield— it’s  all  you  need  to  know” 


CARRY  THE  CARING  CARD.® 


Renee  Mosch,  Vice  President 
Reston  Corporation 


Make  the  health  care  choice 
that  makes  good  business  sense. 


BlueMax^ 

The  maximum  in 
heaith  care  choices  from 

Blue  Cross 
Blue  Shield 

of  Delaware 
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MEDICAL  GRAND  ROUNDS: 

THE  PICKWICKIAN  SYNDROME 


Albert  A.  Rizzo,  M.D. 


Case  History 

VM,  a 27  year  old  black  man,  was  admitted 
to  the  Wilmington  Hospital  with  complaints 
of  dyspnea,  worsening  peripheral  edema,  day- 
time somnolence,  and  frequent  periods  of  noc- 
turnal apnea  noted  by  his  mother. 

Fourteen  years  prior  to  this  admission,  VM, 
at  age  13,  and  weighing  258  pounds  at  5'2", 
was  evaluated  by  the  pediatric  department  for 
morbid  obesity.  No  endocrinologic  etiology 
was  found.  Pulmonary  studies  showed  a de- 
crease in  maximum  voluntary  ventilation, 
respiratory  acidosis,  and  significant  hypoxe- 
mia (pH  7.31;  pC02, 56  mm  Hg;  p02, 45mm  Hg) 
on  room  air. 

VM  was  lost  to  medical  follow-up  until  eight 
months  prior  to  this  admission  when,  weigh- 
ing 452  pounds,  he  was  admitted  for  respira- 
tory failure,  right  ventricular  failure,  and  asth- 
matic bronchitis.  Arterial  blood  gases  revealed 
pH  7.30;  PCO2,  57  mm  Hg;  p02,  40  mm  Hg. 
Pulmonary  function  studies  showed  a total 

Dr.  Rizzo  is  a pulmonary  specialist  practicing  in  Wilmington.  This  paper 
was  adapted  from  his  presentation  to  Grand  Rounds,  Department  of  Inter- 
nal Medicine,  The  Medical  Center  of  Delaware. 
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lung  capacity  71%  of  predicted,  and  a residual 
volume  63%  of  predicted.  He  was  treated  and 
discharged  on  furosemide,  zaroxolyn,  and 
slow  release  theophylline. 

Seven  months  later,  he  was  again  admitted 
with  recurrent  right  ventricular  failure  and 
massive  edema.  Treatment  resulted  in  a 50 
pound  weight  loss  due  to  diuresis. 

VM  smoked  one  pack  of  cigarettes  per  day 
for  three  years;  he  denied  alcohol  abuse. 

Physical  exam  at  the  current  admission,  one 
month  later,  showed  him  to  be  in  no  acute 
distress.  His  weight  was  about  500  pounds. 
Blood  pressure  was  110/70;  pulse  112.  Respira- 
tory rate  was  22,  with  periods  of  apnea  lasting 
five  to  ten  seconds  noted  during  the  exam. 
Cardiac  exam  revealed  a regular  tachycardia 
with  a third  heart  sound,  and  no  murmurs. 
Breath  sounds  were  distant;  there  were  basilar 
rales.  The  abdomen  was  obese  without  ascites 
or  organomegaly.  Peripheral  edema  was  2+. 

Chest  radiograph  showed  pulmonary  vas- 
cular congestion  and  cardiomegaly.  Labora- 
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tory  data  included  pH  7.30;  pC02,  62  mm  Hg; 
p02,  38  mm  Hg  on  room  air. 

The  patient  was  admitted  to  ICU  for  hemo- 
dynamic monitoring.  He  was  treated  with  IV 
dobutamine,  furosemide,  and  fluid  restriction. 
After  some  improvement,  he  was  transferred 
from  ICU,  and  dobutamine  was  discontinued. 
A multigated  nuclear  cardiac  scan  showed  a 
left  ventricular  ejection  fraction  of  37%,  and  a 
right  ventricular  ejection  fraction  of  30%.  At 
6:00  a.m.,  three  weeks  after  admission,  VM 
was  found  unresponsive,  and  resuscitative 
efforts  were  unsuccessful. 

At  post-mortem,  the  heart  weighed  800 
grams  (normal  300-500).  Both  ventricles  were 
dilated.  The  left  ventricular  wall  thickness 
was  2.8  cm  (normal  0.3-0.5).  The  lungs  weighed 
900  grams  (R)  and  650  (L)  (normal  300-400).  No 
evidence  of  pulmonary  emboli  was  noted. 

Dr.  Rizzo 

This  patient  demonstrates  the  marked  de- 
rangements in  cardiovascular  and  pulmonary 
physiology  that  can  be  seen  in  the  massively 
obese.  The  clinical  picture  presented  can  be 
described  as  Pickwickian,  a term  first  used  by 
Osier  in  his  1907  textbook.  The  Principles  and 
Practice  of  Medicine.  Osier  described  “a  re- 
markable form  (of  obesity)  seen  occasionally 
in  acute  obesity  in  which  as  much  as  70 
pounds  in  weight  may  be  gained  in  six  or  eight 
months. ..An  extraordinary  phenomenon  in 
excessively  fat  young  persons  is  an  uncontroll- 
able tendency  to  sleep-like  the  fat  boy  in 
Pickwick.”!  Burwell,  et  al,  in  their  1956  paper 
described  a patient  with  marked  obesity,  som- 
nolence, cyanosis,  secondary  polycythemia, 
and  right  ventricular  failure;  they  resurrected 
the  term  “Pickwickian. Today  this  is  known 
as  the  obesity  hypoventilation  syndrome 
(OHS). 

The  most  common  pulmonary  function  ab- 
normality noted  in  obesity  is  the  reduction  in 
the  expiratory  reserve  volume  (ERV).  This 
reduction  in  ERV  is  felt  to  be  due  to  the  mass 
loading  effect  of  obesity  on  the  thorax.  The 
effect  is  accentuated  in  the  supine  position 
when  the  diaphragm  rises  in  the  chest  and  the 
weight  of  the  lower  thorax  and  abdomen  is 
applied  to  the  lungs.  As  ERV  diminishes,  it 
may  be  surpassed  by  the  closing  volume  of  the 
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lung,  resulting  in  premature  closure  of  air- 
ways and  gas-trapping.  Gas  trapping  occurs 
when  the  closing  volume  (CV)  equals  or  sur- 
passes the  functional  residual  capacity  (FRC). 
The  relationship  between  CV  as  a percentage 
of  FRC  increases  with  an  increased  ratio  of 
weight  to  height.3 

This  reduction  in  ERV  and  the  interaction 
of  CV  with  FRC  are  major  explanations  for 
the  hypoxemia  that  is  common  in  obese  sub- 
jects. The  increased  perfusion  of  the  lower 
lobes  which  is  gravity  dependent  combined 
with  the  decreased  ventilation  that  arises 
from  the  decreased  ERV  leads  to  a worsening 
in  the  ventilation  perfusion  ratio.  This  was 
demonstrated  by  Holly,  et  al.,  who,  by  using  a 
xenon  technique,  found  less  ventilation  to  the 
well  perfused  lower  lobes  in  obese  versus  nor- 
mal subjects,  and  noted  the  abnormality  was 
most  marked  in  the  subjects  with  the  greatest 
decrease  in  ERV.'* 

The  mass  loading  effect  of  obesity  also 
results  in  a decrease  in  pulmonary  compliance. 
The  earliest  comprehensive  study  of  this  was 
by  Naimark  and  Cherniak,  who  studied  24 
normal  and  12  obese  subjects,  four  with  OHS.^ 
Total  respiratory  compliance  was  reduced  in 
the  obese  subjects  mainly  due  to  decreased 
thoractic  rather  than  lung  compliance.  The 
reductions  were  as  much  as  one-fifth  of  normal 
in  the  most  severe.  They  found  a significant 
inverse  correlation  between  body  weight  and 
total  respiratory  compliance. 

Sharp,  et  al,  studied  the  compliance  of  nor- 
mal subjects  who  were  mass  loaded  with 
weight  applied  to  the  thorax  and  abdomen, 
and  elastic  loaded  by  tight  strapping  of  the 


KEY 

CV  - Closing  volume 

EMG  - Electromyography 

ERV  - Expiratory  reserve  volume 

FRC  - Functional  residual  capacity 

OHS  - Obesity  hypoventilation  syndrome 

SAS  - Sleep  apnea  syndrome 

SO  - Simple  obesity 

V/Q  - Ventilation-perfusion  quotent 
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thorax.®  This  group  was  compared  to  normal 
obese  individuals  and  patients  with  obesity 
hypoventilation  syndrome.  Sharp  found  that 
the  normal  obese  and  those  normals  with 
weight  applied  to  the  thorax  had  decreased 
compliance,  but  only  at  the  low  lung  volumes. 
The  patients  with  OHS  and  those  normals 
who  had  weight  applied  to  the  abdomen  or  had 
strapped  chests  had  a decrease  in  compliance 
throughout  the  range  of  lung  volumes.  The 
reason  for  this  difference  is  not  known. 

Obesity  also  leads  to  an  increase  in  meta- 
bolic demands.  This  is  reflected  in  the  in- 
creased oxygen  consumption  and  carbon  diox- 
ide production  of  obese  individuals  at  rest  and 
during  exercise.'^  Most  obese  patients  deal  with 
this  increased  CO2  production  by  increasing 
their  minute  ventilation  and  are  actually  hypo- 
capneic  or  eucapneic.  This  increase,  combined 
with  the  decreased  respiratory  compliance, 
leads  to  an  increase  in  work  to  breathe  in  an 
obese  individual.® 

Cardiovascular  effects  of  obesity  were  com- 
prehensively studied  by  Alexander.^  Blood 
volume  and  resting  cardiac  output  are  both 
increased  in  proportion  to  the  increase  in  body 
weight.  In  obese  but  otherwise  normal  sub- 
jects, cardiac  output  increases  at  a propor- 
tionately normal  rate  with  oxygen  consump- 
tion during  exercise. 

Systemic  hypertension  was  seen  in  50%  of 
Alexander’s  patients,  but  was  severe  in  only 
10%.  Pulmonary  hypertension  was  present  in 
25%  at  rest,  but  50%  with  exercise.  The  in- 
creased pulmonary  pressure  was  usually  seen 
in  conjunction  with  an  increased  pulmonary 
capillary  wedge  pressure,  suggesting  that  left 
ventricular  dysfunction  was  the  major  cause.^ 

Autopsy  studies  by  Amad,  Brennan,  and 
Alexander  on  12  severely  obese  normotensive 
patients  showed  myocardial  hypertrophy  and 
increased  heart  weights  in  all.  The  increase  in 
heart  weight  correlated  well  with  the  increase 
in  body  weight.  Left  ventricular  enlargement 
was  more  prominent  than  right  and  in  no  case 
did  right  ventricular  enlargement  appear  more 
significant.!® 

Having  realized  the  effects  of  obesity  on  the 
cardiopulmonary  system,  it  is  apparent  that 
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the  majority  of  patients  can  adapt  to  the 
changes  in  physiology.  Obesity  in  the  absence 
of  clinical  illness  can  be  referred  to  as  simple 
obesity.  (SO).  Why  some  individuals  as  the 
patient  presented  go  on  to  develop  fatal  dis- 
ease and  the  full-blown  obesity  hypoventila- 
tion syndrome  is  not  completely  understood. 
One  link  between  the  state  of  simple  obesity 
and  OHS  may  be  sleep  apnea  syndrome 
(SAS).ii 

Sleep  apnea  was  defined  by  Guillemenault, 
et  al,  as  a syndrome  manifested  by  30  apneic 
periods  in  which  there  is  a cessation  of  airflow 
at  the  nose  and  mouth  for  ten  seconds  or 
greater,  observed  during  both  REM  and  non- 
REM  sleep,  over  a seven  hour  period.!^  Sleep 
apnea  can  be  mainly  obstructive,  central,  or 
mixed  in  character,  based  on  the  presence  or 
absence  of  respiratory  effort  noted  during  the 
flow  cessation.  Patients  frequently  present 
with  somnolence,  polycythemia,  pulmonary 
hypertension,  right  ventricular  failure,  severe 
hypoxemia,  hypercarbia,  and  a blunted  re- 
sponse to  carbon  dioxide  rebreathing.  If  the 
apnea  is  mainly  obstructive  in  nature,  surgi- 
cal relief  of  the  obstruction  can  reverse  many 
of  the  abnormalities. 

Studies  by  Gastaut  show  the  apparent,  but 
not  complete  similarities  between  sleep  apnea 
syndrome  and  the  obesity  hypoventilation 
syndrome.!®  ^s  Guillemenault  pointed  out, 
most  sleep  apnea  patients  are  of  normal 
weight,  with  only  one-third  of  patients  show- 
ing obesity  plus  hypersomnolence,  and  only 
5%  fitting  the  full  description  of  OHS.  Most 
patients  with  SAS,  even  those  who  are  obese, 
have  normal  pulmonary  function  when  awake, 
including  arterial  blood  gases  and  ventilatory 
response  to  hypoxia  and  hypercarbia.!® 

When  looking  at  simple  obesity,  obesity  plus 
sleep  apnea,  and  obesity  hypoventilation, 
those  with  SAS  seem  to  lie  in  between  the 
other  two  with  regard  to  derangements  in 
cardio-pulmonary  function.!!  Hypoxia,  present 
in  simple  obesity  because  of  abnormal  ventila- 
tion-perfusion quotent  (V/Q)  matching  is  more 
severe  in  obesity  with  SAS  but  not  as  severe  as 
in  OHS.  Hypercarbia  is  absent  in  simple  obes- 
ity, present  only  nocturnally  in  obesity  with 
SAS  and  present  chronically  in  OHS.  Poly- 
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cythemia  is  absent  in  simple  obesity,  some- 
times occurs  in  SAS,  and  is  a common  feature 
of  OHS.  Pulmonary  hypertension  is  less  fre- 
quent in  SO,  marked  in  OHS,  and  occurs 
mainly  nocturnally  in  SAS.  The  changes  in 
lung  and  chest  wall  compliance  and  ventila- 
tory work  also  range  from  mild  in  SO  to  severe 
in  OHS  with  SAS  being  intermediate.  Since 
sleep  apnea  and  massive  obesity  alone  seem 
insufficient  to  explain  the  development  of 
obesity  hypoventilation  syndrome,  other 
aspects  of  respiration,  particularly  ventilatory 
drive  and  efficiency  of  respiratory  muscles 
have  been  studied. 

Studies  have  shown  that  loading  the  respir- 
atory system  either  through  elastic  or  mass 
effects  decreases  the  normal  response  to  hyper- 
carhia.^  However,  neither  of  these  effects  seems 
to  decrease  the  hypoxic  drive. Theories  for 
the  decrease  in  hypoxic  drive  in  OHS  include: 

1)  recurrent  hypoxia  occurring  as  part  of  the 
sleep  apnea  events; 

2)  a central  lesion  of  the  central  nervous 
system;  or 

3)  a congenital  decrease  in  hypoxic  stimula- 
tion. 

There  is  evidence  that  abnormal  integration 
of  the  central  drives  with  the  respiratory  mus- 
cles may  play  a role  in  this  syndrome.  Elec- 
tromyographic (EMG)  studies  of  the  dia- 
phragm hy  Lourenco  showed  that  obese 
normal  subjects  were  able  to  increase  their 
respiratory  muscle  activity  sufficiently  to  over- 
come the  excessive  respiratory  impedance  of 
an  obese  thorax,  hut  patients  with  OHS  could 
not. '5  This  was  presumed  to  be  due  to  a mal- 
function of  the  central  respiratory  centers. 

Lopato  measured  diaphragmic  EMG  and 
airway  occlusion  pressures  in  ohese,  obesity 
hypoventilation  syndrome,  and  recovering 
OHS  patients.  In  the  patients  with  OHS,^®  two 
groups  were  identified,  one  with  low  closing 
pressures  relative  to  EMG  activity  suggesting 
neuromuscular  defects,  the  other  with  normal 
ratios.  Lopato  also  performed  studies  of  ab- 
dominal muscle  configuration  in  these  groups. 
In  normals,  breathing  CO2  leads  to  contrac- 
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tion  of  the  abdominal  wall  with  compression 
of  the  abdominal  contents  and  upward  rise  of 
the  diaphragm,  causing  a more  advantageous 
length-tension  relationship  in  the  muscle  fi- 
bers of  the  diaphragm.  In  patients  with  obes- 
ity hypoventilation  syndrome,  the  abdominal 
dimensions  did  not  become  smaller,  suggest- 
ing abnormal  control  and  coordination  of  re- 
spiratory muscle  activity. 

Considering  the  above  discussion,  a hypo- 
thesis for  the  development  of  OHS  could  be  the 
following:  An  individual  who  is  asymptomatic 
but  prone  to  obstructive  sleep  apnea,  or  has  a 
decrease  in  ventilatory  drive  for  some  other 
reason  slowly  gains  weight.  This  weight  gain 
results  in  more  frequent  and  prolonged  apneic 
episodes,  leading  to  worsening  hypoxia 
through  the  night.  Chronic  hypoxia  tends  to 
blunt  the  hypoxic  ventilatory  drive  further.  As 
the  sleep  apnea  worsens,  daytime  somnolence 
develops,  and  weight  continues  to  increase. 
The  increased  weight  adds  a further  imped- 
ance to  respiration,  blunting  the  hypercarbic 
ventilatory  drive.  The  sleep  apnea  and  wor- 
sening V/Q  matching  from  the  obesity  worsen 
the  hypoxemia.  The  blunted  CO2  response  and 
prolonged  apnea  lead  to  further  CO2  retention. 
Hypercarbia  and  respiratory  acidosis  worsen 
the  already  present  pulmonary  hypertension 
that  developed  secondary  to  increased  pulmo- 
nary blood  flow  and  the  hypoxic  vasoconstric- 
tion, leading  to  the  development  of  cor 
pulmonale.” 

In  its  full-blown  form,  the  obesity  hypoven- 
tilation syndrome  can  present  with  a critically 
ill  patient  who  requires  mechanical  ventila- 
tion, tracheostomy,  management  of  cardiac 
dysrhythmias,  and  treatment  of  biventricular 
failure.  The  severe  obesity  should  be  managed 
with  attempts  at  weight  reduction  incorporat- 
ing a reduced  caloric  intake  with  behaviour 
modification  and  an  exercise  program.  If  sleep 
induced  apnea  plays  a role,  otolaryngologic 
evaluation  for  correctable  upper  airway  condi- 
tions should  be  performed  as  well  as  consider- 
ation of  nasal  continuous  positive  airway 
pressure.”  Protriptyline  is  a non-sedating  anti- 
depressant shown  to  reduce  the  number  and 
duration  of  apneic  episodes.*®  Progestational 
agents  have  been  used  to  increase  respiration, 
with  some  benefit,  for  hypercarbia.*® 
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Conclusion 

Since  pulmonary  emboli  were  not  found  at 
pathology,  it  seems  as  if  this  unfortunate 
young  man  truly  died  of  his  obesity  and  in  a 
sense,  suffocated  himself  during  the  night. 
The  terminal  event  was  most  likely  a ventricu- 
lar dysrhythmia  precipitated  by  his  hypoxia 
and  acidosis. 
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Dx:  recurrent  herpes  lobialis 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 


“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 

OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK.  N.Y. 
10150 


In  Delaware,  HERPECIN-L  is  available  at  all  Eckerd,  Edgehill,  Gray-Drug  Fair, 
Happy  Harry’s,  RiteAid,  Thrift  Drug  Stores  and  other  select  pharmacies. 
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KERATOCONJUNCTIVITIS  CAUSED  BY  A BROKEN 
HIGH-INTENSITY  MERCURY-VAPOR  LAMP 


Brett  Elliott,  M.D. 
Paul  R.  Silverman,  Dr.P.H. 


Introduction 

Intense  sources  of  ultraviolet  (UV)  light, 
such  as  that  given  off  by  a welder’s  arc  or  a 
sunlamp,  can  cause  keratitis  and  facial  ery- 
thema. However,  a less  obvious  source  of  clini- 
cally significant  UV  radiation  involves  broken 
high-intensity  mercury-vapor  lamps.  Expo- 
sure occurs  when  the  outer  glass  envelope  of 
the  bulb  is  broken,  leaving  the  inner  lamp  still 
functional.  When  the  lamp  is  on,  visible  light 
is  given  off,  appearing  to  be  normal  radiation. 
However,  it  contains  an  abnormally  high 
amount  of  UV  light.  Deleterious  health  effects 
from  this  source  of  UV  light  have  been  well 
documented.  Yet  these  lamps  are  still  being 
manufactured  and  continue  to  cause  problems. 

In  a Milford,  Delaware  area  meeting  hall, 
used  on  occasion  as  a volleyball  gymnasium, 
an  outbreak  of  keratoconjunctivitis  (KC)  oc- 
curred after  a banquet.  The  etiology  of  this 
problem  was  first  thought  to  be  smoke  from 
cigarettes  and  burning  trash.  The  affected 
people  were  examined  and  interviewed;  the 
true  cause  of  the  problem  was  found  to  be  a 
broken,  high-intensity  mercury-vapor  lamp. 

Dr.  Elliott  is  an  ophthalmologist  practicing  in  Milford  and  Dover.  Dr 
Silverman  is  the  State  Epidemiologist,  Delaware  Bureau  of  Disease 
Control. 
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During  the  investigation,  it  was  revealed  that 
previous  users  of  the  meeting  hall,  on  earlier 
occasions,  reported  transient  episodes  of  photo- 
phobia, tearing,  and  ocular  foreign  body  sensa- 
tions. Because  of  the  small  number  of  people 
involved  on  these  occasions  and  the  short 
duration  of  their  exposure,  the  relationship  of 
the  reported  symptoms  to  the  broken  lamp 
was  not  appreciated  until  the  banquet  episode. 

Description  Of  The  Incident 

On  May  10, 1985,  seven  people  presented  to 
the  Milford  Memorial  Hospital  Emergency 
Room  between  4:00  and  6:30  a.m.  with  facial 
erythema,  conjunctivitis,  and  a “feeling  of 
sand  in  the  eyes.”  Other  patients  with  similar 
findings  were  seen  at  the  Dover  Air  Force  Base 
Hospital  Emergency  Room.  The  same  morn- 
ing, one  of  us  (B.E.)  examined  four  patients 
with  facial  erythema,  conjunctivitis,  and  cor- 
neal staining  in  the  palpebral  fissure.  The  his- 
tory and  physical  findings  were  classical  for 
ultraviolet  keratitis;  the  clinical  course  in  all 
known  cases  resulted  in  resolution  over  a few 
days  with  no  sequelae.  Because  the  incident 
was  reported  to  the  Delaware  Bureau  of  Dis- 
ease Control,  an  investigation  was  initiated  to 
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verify  the  cause,  fully  describe  the  circum- 
stances, and  recommend  appropriate  control 
measures. 

Results 

All  patients  were  female  and  had  attended  a 
mother-daughter  banquet  in  the  gymnasium 
of  a Milford  area  church.  The  banquet  began 
on  May  9th  at  about  6:00  p.m.,  with  approxi- 
mately 150  people  present.  They  were  seated  at 
eight  tables,  which  were  arranged  in  two  rows 
on  either  side  of  the  gymnasium.  Illumination 
was  by  two  rows  of  three  400  watt  mercury- 
vapor  lamps.  Figure  1.  The  center  lamp  in  the 
front  row  was  observed  to  have  a completely 
destroyed  outer  cover. 

The  lamps  were  suspended  approximately 
19.5  feet  above  the  floor,  and  were  housed  in 
metal  reflectors  with  wire  mesh  protecting  the 
glass  of  the  fixture  against  breakage.  The 
lamp  in  question  was  most  likely  broken  dur- 


ing a volleyball  game  two  to  three  months 
prior  to  the  banquet,  and  its  reflector  was  hit 
by  a volleyball  again  three  weeks  prior  to  the 
dinner.  The  lamp  may  have  been  hit  on  other 
occasions,  as  there  were  numerous  scuff  marks 
on  the  ceiling.  The  final  effect  was  to  angle  the 
reflector  45°  relative  to  the  broken  lamp,  deflect- 
ing light  towards  the  left  side  of  the  room.  It 
could  not  be  determined  when  the  reflector  had 
been  angled  in  relation  to  the  damage  to  the 
lamp. 

To  fully  describe  the  occurrence  and  the  risk 
factors  of  this  outbreak  relative  to  the  lamp  in 
question,  a questionnaire  was  developed  and 
mailed  to  110  people  who  attended  the  ban- 
quet. Follow-up  phone  calls  were  made. 
Eighty-nine  questionnaires  (81%)  were  com- 
pleted and  returned. 

A case  of  keratoconjunctivitis  (KC)  was  de- 
fined as  a person  having  two  or  more  ocular 
complaints  consisting  of  redness,  watering. 


i ““  70  Feet  ^ 


FIGURE  1 

Case  distribution  by  seating  location  and  attack  rate  by  table. 
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burning,  itching,  or  a sensation  of  something 
in  the  eyes.  Twenty-five  (28%)  of  the  88  who 
gave  complete  information  met  the  require- 
ments for  KC. 

As  all  the  guests  were  white  and  female,  race 
and  sex  were  not  evaluated  as  risk  factors  for 
KC.  No  discernible  pattern  was  observed  when 
incidence  was  categorized  by  age.  Seating 
location  showed  the  most  influence  on  the  rate 
of  illness.  On  the  left  side  of  the  gymnasium, 
incidence  by  table  ranged  from  33%  to  77%, 
whereas  on  the  right  side  of  the  room,  only 
three  persons  at  one  table  showed  symptoms, 
an  attack  rate  of  18%  at  that  table.  The  relative 
risk  as  estimated  by  the  odds  ratio  for  sitting 
on  the  left  side  of  the  room  was  21.5  (pO.OOl). 
Translated,  this  means  that  a person  was  this 
many  times  more  likely  to  meet  the  case  defi- 
nition if  she  sat  on  the  left  side  of  the  room. 

Overall,  eyeglasses  were  not  protective,  and 
glass  lenses  were  no  more  helpful  than  plastic. 
However,  it  could  not  be  verified  that  the 
responders  were  accurate  in  their  determi- 
nation as  to  the  type  of  lenses  they  were 
wearing. 

Discussion 

It  can  be  hypothesized  that  the  angle  of  the 
bulb  combined  with  the  tilt  of  the  reflector 
focused  an  intense  beam  of  UV  radiation 
towards  the  left  side  of  the  gymnasium.  Com- 
bined with  the  angled  position  of  the  tables, 
these  factors  placed  those  sitting  to  the  left 
and  rear  of  the  room  at  greatest  risk.  Although 
it  is  not  possible  to  calculate  the  dosage  of  UV 
radiation  received  in  this  episode,  estimates 
from  other  studies^  imply  that  symptoms  of 
eye  irritation  result  when  exposure  to  UV 
radiation  is  only  two  to  four  times  the  total 
dose  recommended  by  the  American  Confer- 
ence of  Governmental  and  Industrial  Hygie- 
nists, which  is  0.1  micro  watts  per  cm^  over  an 
eight  hour  period. 

The  large  quantities  of  UV  light  contained 
in  the  emission  spectra  of  mercury-vapor 
lamps  is  usually  eliminated  by  surrounding 
the  vapor  tube  with  an  absorbing  envelope. 
Current  Food  and  Drug  Administration  regu- 
lations^ permit  the  manufacture  of  lamps  that 
do  not  self-extinguish  when  the  UV  protective 
envelope  is  broken,  so  long  as  approved  label- 
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ing  and  warnings  are  included  in  the 
packaging. 

Given  the  small  margin  of  protection,  this 
episode  reminds  us  of  the  precautions  which 
should  be  taken  when  mercury-vapor  lamps 
are  used,  especially  in  areas  where  the  likeli- 
hood of  damage  is  high.  In  addition,  aware- 
ness of  KC  secondary  to  UV  light  exposure 
from  broken  mercury-vapor  discharge  lamps 
can  play  an  important  role  in  the  detection  of 
such  sources  and  their  abatement. 

After  this  particular  episode,  it  was  recom- 
mended that  all  the  lamps  be  replaced  by  ones 
which  will  not  function  if  the  outer  UV  ab- 
sorbing envelope  is  broken. 
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Choose  the  VNA 
for  Home 
Healthcare- 

the  most  experienced 
agenq'. . . committed 
to  the  highest 
standards 


You  want  the  best  when  you 
need  home  health  care 
For  over  sixt>’  years  the  VNA 
has  set  the  standards  in 
home  health  care. 

We  are  the  best 
in  providing: 
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Your  patient  had  a routine  CBC  and 
Chemistry  Profile  drawn  at  8:30  a.m. 
on  Friday;  if  the  Glucose  Level  was 
450  mg/dL  or  the  WBC  47,000/mm3 
or  any  other  test  resulted  in  a critical 
value . . . 


When 

Would 

Your  Laboratory 

Notify 
You? 


it  your  iaDOidtory  is  Medlab,  you  will  know  within 
tiours  and  before  your  office  closes  for  the  day. 

If  you  use  a large  nationwide  laboratory  you  might 
be  notified  at  3:00  AM  Saturday  morning;  or  possibly 
on  Saturday  between  9:00  and  5:00,  but,  most  likely, 
not  until  Monday  morning,  WHY?  Because  your 
specimen  won't  arrive  at  their  laboratory  before  late 
Friday  evening  and,  in  most  cases,  the  tests  wouldn’t 
be  run  until  the  early  hours  of  the  following  day.  At 
Medlab,  we  run  routine  tests  within  hours  of  pick-up. 

During  these  times  of  change  in  the  healthcare  field, 
you  shouldn’t  have  to  worry  about  your  laboratory 
services. 


At  Medlab,  we  pride  ourselves  on  the  high  quality, 
flexibility,  customized  service,  and  advanced 
technology  that  we  offer  our  clients. 


LARGE  LABORATORY  TECHNOLOGY 
— LOCAL  LABORATORY  SERVICE 


INC. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  19808 
(302)  994-5764 


DELAWARE’S  FIRST  “DOCTOR”: 

TYMAN  STIDHAM,  AND  THE  TOOLS  HE  USED 


Barbara  E.  Benson,  Ph.D. 


Delaware  celebrated  another  medical  mile- 
stone with  the  opening  of  the  Christiana  Hos- 
pital in  early  1985.  How  surprised  Tyman 
Stidham,  the  first  permanent  “doctor”  on  the 
Delaware,  would  he  at  this  new  facility  and 
the  medical  treatment  available  there.  For 
Stidham,  the  only  resources  he  could  rely  upon 
were  basic  barber-surgeon  tools  and  a collec- 
tion of  printed  botanical  and  medical  books. 
These  books,  now  in  the  collections  of  the 
library  of  the  Historical  Society  of  Delaware, 
provide  a fascinating  glimpse  of  the  types  of 
ailments  suffered  by  our  colonial  ancestors 
and  the  primitive  methods  available  for  treat- 
ing them. 

Little  is  known  of  Stidham’s  early  life,  al- 
though it  is  reported  that  he  was  born  about 
1617  in  a town  named  Hammel.  It  is  unclear 
whether  his  place  of  birth  was  in  Sweden  or  in 
Denmark,  but  one  family  tradition  suggests 
that  his  parents  migrated  from  England  to 
Denmark,  where  Tyman  was  born,  and  then 
on  to  Sweden.  This  English  connection  would 
help  to  explain  why  Stidham  owned  books 
printed  in  English. 

Dr.  Benson  is  director  of  the  library  of  the  Historical  Society  of  Delaware. 
This  article  is  reprinted  with  permission  from  the  publication  of  The  Histor- 
ical Society  of  Delaware,  Volume  2,  Number  1,  1985. 
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Stidham  made  his  first  trip  here  in  1640  and 
remained  with  the  colony  for  four  years.  He 
returned  to  Sweden,  stayed  five  years,  and 
then  embarked  with  his  wife  and  five  children 
on  the  Katt  for  what  was  to  he  an  ill-fated 
voyage.  Shipwrecked  in  the  Caribbean,  it  took 
the  Stidham  family  two  years  to  get  back  to 
Amsterdam.  Undaunted,  he  and  his  family 
made  a third  and  final  trip  to  New  Sweden  in 
1654.  When  the  colony  capitulated  to  the 
Deutch  in  1655,  Stidham  stayed  on.  He  sought 
to  get  an  official  position  with  the  new  govern- 
ment, but  the  governor,  Alexander  d’Hino- 
yossa,  rejected  his  application.  Although  the 
colony  desperately  needed  medical  assistance, 
d’Hinoyossa  distrusted  Stidham  because  of 
his  close  friendship  with  William  Beekman, 
d’Hinoyossa’s  rival  for  authority  over  the  col- 
ony. Despite  this  rejection,  Stidham  continued 
to  practice  his  trade,  first  at  Upland  in  present- 
day  Delaware  County,  Pennsylvania,  and  then 
on  the  Brandywine  near  old  Fort  Christina. 
When  Stidham  died  in  1686,  he  had  lived 
along  the  Delaware  for  more  than  30  years 
and  was  survived  by  nine  children.  To  this  day 
some  of  his  descendants  live  in  the  area. 

As  a barber-surgeon,  Stidham  had  acquired 
at  least  a rudimentary  knowledge  of  medicine 
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and  could  provide  basic  dental  and  surgical 
care  as  well  as  cut  hair  and  trim  beards.  The 
treatments  available  to  him  and  his  patients 
were  extremely  limited.  The  scientific  study  of 
medicine  had  only  just  begun  by  Stidham’s 
time,  so  the  care  he  could  provide  remained  as 
primitive  as  that  practiced  by  barber-surgeons 
two  centuries  earlier. 

Stidham  would  not  have  understood  the 
causes  of  the  diseases  that  most  frequently 
afflicted  his  patients,  such  as  fevers,  con- 
sumption, typhoid,  smallpox,  and  yellow  fever; 
he  was  able  only  to  treat  the  symptoms  with 
his  limited  arsenal  of  remedies.  He  could  set 
bones,  apply  setons  (bristles)  to  clean  wounds, 
and  pull  teeth.  He  could  draw  blood  through 
venesection  or  cupping  and  prescribe  folk  or 
natural  medicines. 

Stidham  found  recipes  for  treatment  of  var- 
ious medical  problems  in  his  medical  books. 
We  do  not  know  how  large  his  library  was,  but 
the  one  volume  that  survives  in  the  library’s 
collections  contains  portions  of  four  books. 
They  were  bound  between  rough,  handmade 
covers  measuring  3 5/8  inches  by  5 3/8  inches 
and  hinged  by  four  strips  of  leather.  The  inside 
cover  carries  the  inscription  “1552/  Augt. 
12th/  Richard  Page.”  That  inscription  helps 
to  date  some  of  the  fragments  of  the  books.  It 
also  shows  that  medical  science  was  advanc- 
ing so  slowly  that  Stidham  could  use  books, 
probably  purchased  second  hand,  or  handed 
down  in  the  family,  that  were  nearly  a hundred 
years  old.  All  four  of  the  books  or  fragments 
appear  to  have  been  printed  in  London 
between,  roughly,  1530  and  1552.  The  paper  is 
coarse  and  the  printing  often  poor.  Unlike  the 
great  herbals  of  the  period,  these  books  do  not 
have  beautiful  illustrations.  Art  work  is  gener- 
ally limited  to  a woodcut  on  the  title  page  or 
the  last  page,  or,  in  rare  instances,  to  orna- 
mented capital  letters. 

The  first  book  in  the  volume  is  entitled,  A 
boke  of  the  properties  ofherbes  called  an  her- 
hall,  whereunto  is  added  the  tyme  ye  herbes, 
flours  and  sedes  shoulde  be  gathered  to  be  kept 
the  whole  Yere,  with  the  venture  of  ye  Herbes 
who  they  are  stylled.  Also  a general!  rule  of  al 
manner  of  Herbes  drawen  out  of  an  auncient 
boke  of  Physycke  by  M.C.  The  colophon,  or 
inscription  on  the  last  page,  identifies  the  book 
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as  “imprinted  at  London  by  Wyllyam  Cop- 
land,” and  tbe  woodcut  on  the  title  page  shows 
that  it  is  the  first  of  two  editions,  published  in 
1550.  The  book  begins  witb  an  alphabetical 
list  of  plants  and  a description  of  their  use. 
Many  can  still  be  found  in  today’s  flower  and 
herb  gardens,  including  iris  and  rosemary. 

According  to  the  author,  garden  mint  as  a 
liquid  was  good  for  gums,  teeth,  and  bad 
breatb,  while  in  a dried  form  it  could  be  used 
for  stomach  ailments.  It  could  also  be  mixed 
with  other  plants,  honey,  or  wine  and  used  as  a 
salve  or  as  a medicine  to  be  ingested.  Rose- 
mary also  could  be  used  in  a variety  of  ways. 
Boiled  in  a linen  cloth,  it  produced  a liquid  that 
upon  drinking  warded  against  “all  evylles  in 
the  bodye,”  or  boiled  with  white  wine  it  made  a 
potion  that  removed  blemishes  from  the  face. 
The  flowers  of  rosemary  could  also  be  sprin- 
kled among  clothes  in  a chest  or  among  books 
to  prevent  moth  attacks. 


^ btbe  of  t6e 
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at  London  in  Fleete/lreate, 
brneatf)  t\)t  Conlmitc,att^ 

b’ign  oi  5.  lohn  Euaungdjft,by 
Hugh  iackfon. 


Less  is  known  about  the  second  book  in 
Stidham’s  volume,  which  is  incomplete  and 
missing  its  title  page.  The  colophon  at  the  end 
reads,  “Imprinted  at  London  in  Fleetestreate, 
beneath  the  Conduite,  at  the  sign  of  S.  John 
Evaungelist,  by  Hugh  Jackson.”  The  book  is 
identified  as  a “pestilence  treatise”  and 
appears  to  date  from  about  1550.  The  author 
assures  the  reader  that  there  is  a medicine  for 
every  sickness,  a statement  that  must  have 
been  a comfort  to  early  doctors  such  as 
Stidham. 

The  book  begins  with  a section  on  how  to 
avoid  pestilance  by  temperence  in  food  and 
drink  and  then  goes  on  the  astrological  pro- 
nouncements. For  example,  those  born  under 
the  sign  of  Gemini  are  kind,  wise,  and  true. 
Those  born  under  the  sign  of  Taurus  are, 
unfortunately,  according  to  the  author,  less 
well  off,  being  melancholy,  unstable,  untrue, 
“white  lyvered  and  scarce  of.. .purse.”  Medical 
treatments  are  then  geared  to  the  astrological 
signs. 
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Some  of  the  remedies  suggested  in  the  pesti- 
lence treatise  for  unusual  problems  seem  out- 
landish and  even  disgusting  to  modern  sensi- 
bilities, but  some  of  the  recipes  are  designed  to 
provide  relief  for  ailments  still  common  today. 
For  example,  for  a headache  the  author  sug- 
gests applying  hot  plasters  of  steeped  hemlock 
to  the  area  of  pain.  Two  or  three  applications 
are  guaranteed  to  make  the  person  “whole” 
again.  Swollen  knees  required  more  elaborate 
treatment.  The  inflamed  joint  was  to  be 
wrapped  with  woolen  cloth  and  then  covered 
with  the  beaten  whites  of  two  or  three  hen’s 
eggs.  The  yokes  of  the  eggs  were  then  added  to 
black  soap  and  beaten  to  make  a salve,  also 
added  to  the  knee  wrapping.  The  dressing  was 
to  sit  for  three  days  and  the  inflammation 
would  be  gone. 

Stidham’s  third  book  lacks  a title  page  and 
many  other  pages,  but  the  colophon  reads. 
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“Here  endeth  the  Booke  of  Seynge  of  Waters. 
Imprinted  at  London  at  fletestrete  at  the 
Sygne  of  the  Rose  Garland,  by  me  Wyllya 
Copland  for  Richard  Kele.  In  the  Yere  of  our 
Lord  M.  DCII  (1552)  the  xii  day  of  August.” 

The  final  fragment  of  a book  is  identified  as 
The  treasure  of  pore  men,  a title  that  went 
through  seven  editions  between  1539  and  1560. 
A marginal  handwritten  note  reads,  “master 
Richard  Sugden  of  hull  vintinner,”  perhaps 
the  original  owner  of  the  book.  The  portion  of 
the  book  that  Stidham  owned  provides  treat- 
ments for  all  sorts  of  problems  from  bad 
breath  to  sleeplessness  to  heart  disease  and 
tumors.  For  those  whose  headache  did  not 
respond  to  the  hemlock  plaster  cited  above,  a 
salve  of  rue  and  apple  smeared  on  the  head 
could  be  tried. 

Tyman  Stidham’s  medical  volume  came  to 
the  Historical  Society  as  part  of  a gift  from 
George  A.  Elliott,  a great-grandson  of  Stid- 
ham. His  generosity  ensured  that  these  rare 
and  even  unique  books  have  been  preserved 
and  made  accessible  to  scholars.  They  provide 
a tangible  link  with  Delaware’s  past  and  help 
to  foster  an  appreciation  of  the  difficult  life  of 
our  earliest  colonial  settlers. 

(Editor’s  Note:  Dr.  Mildred  B.  Forman,  who 
recently  retired  after  50  years  of  general  prac- 
tice, is  a descendant  of  Tyman  Stidham.) 


A nursing  center  so  niee, 
it  feels  like  home. 

• skilled  and  intermediate  care 
• out-patient  physical  therapy 

• in  house  physical,  speech,  and 
occupational  therapy 

respite  care 

Leader  Nursing 
and  Rehabilitation 
Center 

700  Foulk  Road 
Wilmington 
(302)  764  - 0181 


The 

OMEGA  CARDIOGRAPHIC  LAB 

provides  complete  diagnostic 
services  including  the  latest 
DOPPLER  TECHNIQUE 
for  cardiac  blood  flow  analysis. 


A complete 
diagnostic 
laboratory 
performing 
non-invasive: 


ECHOCARDIOGRAPHY 
• Two  dimensional 
• M-Mode  • Doppler 
EXERCISE 
STRESS  TESTING 
24-Hour 

HOTTER  MONITORING 
ELECTROCARDIOGRAMS 


CRRDOGRRPHIC  LRB.INC. 

H-46  OMEGA  DRIVE/NEWARK  DE  19713 

302/737-3700 
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LIKOFF 

CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 

Hahnemann  University 

PRESENT 

CARDIOLOGY  UPDATE  . . . 

WEDNESDAY,  OCTOBER  29,  1 986 

“The  Management  of  Cardiac  Problems  in  Patients 
with  Non-Cardiac  Diseases” 

Moderator:  William  S.  FrankI,  M.D. 

4:00  PM  CHRONIC  RENAL  FAILURE- 
Ronald  S.  Pennock,  M.D. 

4:30  PM  CHRONIC  PULMONARY  DISEASE 
Sheldon  Bender,  M.D. 

5:00  PM  MALIGNANCY- 

Stanley  Spitzer,  M.D. 

5:30  PM  HEMATOLOGICAL  DISEASES- 
William  S.  FrankI,  M.D. 

Designed  for  the  physician  in  practice  faced 
with  the  care  of  critically  ill  patients. 

CME  CATEGORY  I CREDITS  CERTIFIED 
NO  REGISTRATION  FEE  REQUIRED 

Conferences  are  held  in  Lecture  Hall  “A” 
Second  Floor  — New  College  Building 
Hahnemann  University,  1 5th  & Vine  Streets 
Philadelphia,  PA  19102 


This  misread  x-ray  deiayed  the 
patient’s  admission  and  treatment— 
and  resuited  in  a maipractice  ciaim. 


The  doctor  who  read  this  x-ray 
diagnosed  the  patient’s  nausea  and 
chest  discomfort  as  an  upper  res- 
piratory infection.  The  patient  was 
sent  home  on  antibiotics  and  anti- 
spasmodics  only  to  return  the  next 
day  — dead  on  arrival. 


A tragic  diagnosis,  because  both 
the  patient’s  complaints  and  chest 
x-ray  showing  air  under  the  dia- 
phragm pointed  to  a peptic  ulcer. 

High  patient  volume  and  rapid 
turnover  make  the  emergency  room 
the  site  of  a significant  number  of 
malpractice  incidents  in  the  hospi- 
tal. National  statistics  indicate  that 
misdiagnosis,  failure  to  admit  and 
improper  treatment  account  for  the 
majority  of  E.R.  malpractice.  Our 
experience  echoes  this. 


While  insurance  coverage  alone 
can’t  solve  the  malpractice  prob- 
lem, coverage  from  PHICO  Insur- 
ance Company  can  help.  Why? 
Because  we  do  more  than  simply 
protect  you  from  costly  malpractice 
suits.  We  also  provide  valuable 
information  on  avoiding  the  mal- 
practice trap. 


Each  year  our  medical  directors  review  hundreds  of  cases.  Their  goal:  to  spot  problem 
areas  or  emerging  trends  and  warn  policyholders,  through  timely  publications,  medical/legal 
seminars  and  other  educational  programs. 

So,  if  you’re  looking  for  more  than  just  insurance  protection,  look  to  PHICO  Insurance 
Company.  To  learn  more,  see  your  insurance  agent  or  broker,  or  contact  us  at  the  address 
below. 


^ ^ INSURANCE  COMPANY 

One  PHICO  Drive  / P.O.  Box  85  / Mechanicsburg,  PA  17055-0085  / (717)  766-1122 

ENDORSED  INSURER  OF  THE  MEDICAL  SOCIETY  OF  DELAWARE  


© 1985  PHICO  Insurance  Company,  Mechanicsburg,  PA  ■ ALL  RIGHTS  RESERVED 


Editorials 


i 

j 

i 

i ANOTHER  HORROR  STORY 

Over  coffee  the  other  day,  a friend  told  me 
yet  another  medical  horror  story.  This  one 
concerned  a malpractice  action  in  which  the 
physician  had  heen  trapped  by  arcane  and 
unpredictable  events:  the  prosecution  had  been 
allowed  to  impress  the  jury  with  a videotape  of 
the  patient’s  actual  death.  Damages  were  pre- 
dicted in  excess  of  six  figures.  And,  worst  of 
all,  the  press  was  having  an  absolute  holiday 
I with  the  whole  sordid  mess. 

As  each  lurid  detail  emerged,  I tried  to  keep 
things  in  perspective.  After  all,  even  though 
I we  physicians  have  been  somewhat  besieged 
I as  a profession,  one  cannot  go  through  life 
1 worrying  about  every  intimation  of  Gotter- 
damerung.  This  story,  though,  was  too  much. 
In  predictable  sequence,  I became  outraged, 
offended,  and  depressed.  The  process  of  justice 
seemed  distorted  beyond  recognition,  resem- 
bling instead,  an  episode  in  General  Hospital. 
Where  is  our  dignity?  I thought  for  the  ump- 
teenth time.  Where  is  the  image  of  the  kindly 
clinician  of  our  childhood,  removed  from  the 
abuses  of  public  exposure?  Who  has  done  this 
; to  us?  And  why? 
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Rather  than  searching  for  someone  to  blame 
(the  obsession  of  another  profession),  it  makes 
more  sense  to  be  analytical,  as  a social  scien- 
tist might  be.  What  makes  these  horrible  stor- 
ies so  irresistible  to  the  public,  the  press,  and 
even  to  physicians  themselves? 

The  simplest  and  best  answer  is  that  they 
fill  a basic  human  need  — the  need  for  drama 
in  everyday  life.  As  a type,  these  stories  con- 
tain many  of  the  elements  of  classical  tragedy: 
empathy,  for  one  (in  my  case,  with  the  accused 
physician,  and  in  the  jury’s  case,  presumably, 
with  the  patient);  strong  feelings  of  helpless- 
ness and  horror  at  the  catastrophic  effects  of 
innocent  and  familiar  actions  in  the  life  of 
ordinary  people,  for  another;  a natural  fasci- 
nation, certainly,  with  the  workings  of  justice, 
secular  and  moral.  And  perhaps,  most  impor- 
tantly, a feeling  of  sympathetic  relief,  a terri- 
ble gladness  that  these  misfortunes  have,  in 
fact,  happened  to  someone  else. 

The  tragedic  formula  is  so  powerful  that 
even  in  dilute  modern  form  a psychological 
truth  is  illustrated.  Like  it  or  not,  most  people 
are  fascinated  by  the  distress  of  others,  and 
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persons  aware  of  this  phenomenon  can 
strongly  influence  the  thoughts  and  feelings 
of  others. 

The  use  of  drama  for  material  gain  or  politi- 
cal manipulation  is  certainly  not  new,  but  is 
particularly  noxious  to  those  who  have  been 
trained  to  view  the  world  objectively.  More- 
over, as  medicine  becomes  less  and  less  clois- 
tered, physicians  become  particularly  vulner- 
able to  drama  used  in  this  way.  As  perceived 
arbiters  of  life  and  death,  as  persons  of  tradi- 
tional authority  and  position  (thus  ready  for  a 
fall),  and  as  higher  beings,  suddenly  exposed 
as  real  people  witb  real  emotions,  we  are  irre- 
sistible grist  for  the  mill. 

All  the  world  loves  a medical  drama,  and 
often  our  lives  do  contain  the  stuff  of  good 
theatre.  The  media  and  the  bar  understand 
this  too  well.  Like  so  many  Spielberg  clones, 
they  make  a business  of  directing  and  produc- 


ing their  own  images  o f our  lives,  for  their  own 
purposes.  Some,  of  course,  do  actually  do  this 
to  elucidate  the  truth,  but  most,  it  seems,  are 
somewhat  less  well  motivated. 

We  all  know  the  results  can  be  catastrophic 
for  the  physician  so  dissected.  While  this  may 
occasionally  be  appropriate,  as  in  a case  of 
gross  malpractice  or  impairment,  j ustice  is  not 
well  served,  I believe,  by  this  kind  of  display. 

It  is  probably  fruitless  actively  to  condemn  a 
practice  so  deeply  rooted  in  human  nature. 
Still,  one  would  hope  for  better  control  from 
those  whose  charge,  at  least  ideally,  is  to  pro- 
mote the  ascendance  of  reason  over  emotion. 
This  responsibility  is,  after  all,  one  of  the 
foundations  of  civilized  society.  It  is  disap- 
pointing, though  not  entirely  surprising,  to 
find  it  so  neglected. 

Charles  Lee  Reese,  IV,  M.D. 


Full  Service  Nuclear  Medicine 
Laboratory 

Computerized  Imaging  - Therapy 


DELAWARE  NUCLEAR  MEDICINE 


Nuclear  Cardiology 

Thallium  and  Radionuclide  Ventriculography 
Thyroid  Evaluation  and  Treatment 


330  Christiana  Medical  Center 
Newark,  DE  19702 
(302)  368-3000 
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BED  CLOSURES  AND  JOB  CUTS  IN 
ENGLAND 

Many  practicing  physicians  have  been  an- 
noyed, and  quite  rightfully  so,  by  what  seems 
to  be  the  real  intention  of  the  DRG  rules  and 
also  of  PROs;  to  keep  patients  out  of  the  hospi- 
tal who  seem  to  their  physicians  to  need  hospi- 
talization. The  column  below  is  an  example  of 
how  such  matters  are  handled  in  a govern- 
ment with  a nationalized  health  service.  The 
following  item,  reprinted  in  its  entirety,  is  from 
the  Guardian,  (Manchester,  England)  issue  of 
July  24,  1985. 

Bed  closures,  and  job  cuts  at  Guy’s 
Hospital,  London,  will  start  immediately 
to  meet  government  cuts,  health  officials 
said  yesterday.  Lewisham  and  North 
Southwark  health  authority  has  accepted 
the  plan  to  axe  300  jobs  and  close  63  beds 
by  the  autumn. 

It  was  drawn  up  by  the  hospital’s 
management  board,  headed  by  Professor 
Cyril  Chan  tier,  on  the  instructions  of  dis- 


trict health  officials  to  save  4.8  million 
pounds  by  April. 

The  number  of  outpatients  in  general 
medicine  and  surgery  departments  will 
be  cut  by  nearly  a third. 

But  Mr.  Victor  Paige,  chairman  of  the 
management  board  set  up  by  the  govern- 
ment to  run  the  National  Health  Service, 
said  yesterday  that  all  authorities  “have 
to  work  within  the  resources  that  are 
made  available.”  He  was  launching  a set 
of  computerised  performance  indicators 
which  will  be  sent  to  district  and  regional 
managers  to  help  them  to  use  money 
more  efficiently.  Managers  will  measure 
their  performances  against  other  districts 
on  such  things  as  hip  replacements,  the 
numbers  of  children  treated,  baby  death 
rates,  and  services  for  the  mentally  ill 
and  handicapped. 

I wonder  how  “the  number  of  outpatients  in 
general  medicine  and  surgery  departments” 


U^OW  to  test  the  waters  of 
^expanding  a practice 


without  getting 

The  floor  space  in  a 
medical  office  doesn’t 
usually  grow.  Omega 
Medical  Center  has  an  exciting  way  to 
How  your  office  space  to  grow  in  propor- 
to  your  patient  load.  We  offer  a 
ible  arrangement  of  office  suites  and 
mining  rooms  which  you  can  lease 
according  to  your  needs — for  as  little 
as  a few  hours  a week  or  as  much  as 
8 hours  a day.  Call  Deirdre  O'Connell, at 
302/368-5100  to  look  at  our  money- 
saving ideas  for  your  expanding  practice. 
After  all,  expanding  shouldn’t  take  the 
wind  out  of  your  sails. 

mega  Medical  Center  • Located  opposite  the  new  Christiana  Hospital 
15  Omega  Drive,  Building  K • Newark,  Delaware  19713  • 302/368-5100 
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could  be  cut  by  nearly  a third,  and  at  the  same 
time  the  managers  instructed  to  measure  their 
performance  on  such  things  as  the  numbers  of 
children  treated  and  infant  death  rates? 

Some  years  ago,  Britain  developed  its  Na- 
tional Health  Service  in  an  effort  to  control 
medical  care  costs.  Whatever  else  the  NHS 
represents,  it  does  have  the  power  to  decide 
where  the  money  goes.  In  our  country  the 
present  trend  is  toward  health  care  systems 
managed  by  large,  private,  for  profit,  corpora- 
tions such  as  Humana  Hospital  Corporation 
of  America,  and  the  CIGNA  Insurance  Com- 
pany, as  well  as  smaller  local  corporations, 
some  privately  owned  such  as  Delaware  Val- 
ley HMO  and  “non-profit”  corporations  such 
as  Blue  Cross  Blue  Shield. 

Within  a decade  or  so,  U.S.  health  econo- 
mists will  be  able  to  evaluate  the  performance 
o f this  capitalistic  mixture  o f American  health 
care  against  the  performance  of  Great 
Britain’s  socialized  National  Health  Service. 

Bernadine  Z.  Paulshock,  M.D. 


MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 
The  Health  Care  Group, 
400  GSB  Building, 
Bala  Cynwyd,  Pa.  19004 
(215)  667-8630. 


Glasrock 
Home  Health 
Care 


Think  of  us  for; 

‘Respiratory  Care  Program -fles- 

piratory  therapist  gives  home  instruction 
and  schedules  periodic  home  visits  while 
using  our  equipment. 

* Home  Ventilator  Program -a  com- 
plete program  designed  to  provide  a smooth 
transition  from  the  hospital  to  home  for  those 
patients  requiring  mechanical  ventilation. 

‘Apnea  Monitoring  Program -r/?e 

latest  in  infant  monitors  plus  24-hour  sup- 
port from  our  staff. 

‘Diabetic  Monitoring  Training -ive 

are  certified  training  centers  for  the  most 
widely  accepted  diabetic  monitors  and 
supplies. 

‘Enteral  Nutrition  Support  Program 

—A  complete  line  of  bags,  tubes  and  for- 
mulas to  fill  your  needs  for  food  pump  or 
gravity. 

‘Pain  Management— TEWS,  biofeed- 
back and  muscle  stimulators  for  rental  and 
sale  on  your  prescription. 

‘Ostomy  Care  Centers— Our  staff  is 
trained  in  ostomy  care  and  products.  We 
ship  anywhere  by  UPS. 

'And,  a complete  selection  of  home  health 
care  needs. 


Glasrock  Home  Health  Care 


Concord  Pike  1908  Kirkwood  Highway 
Independence  Mall  Newark 

(302)  655-6990  (302)  644-1 1 02 

504  N.  DuPont  Highway,  Dover 
(Across  from  K-Mart) 

(302)  674-2210 


680 


Del  Med  Jrl,  October  1986— Vol.  58,  No.  10 


INTRAOCULAR  LENS  IMPLANTS;  YESTER- 
DAY, TODAY,  AND  TOMORROW 


Editorials 


The  annual  Medical  Center  of  Delaware 
intraocular  lens  (lOL)  survey  for  1985  indi- 
cates that  all  ophthalmologists  in  New  Castle 
County  are  performing  the  latest  intraocular 
lens  implantation,  and  the  total  number  of 
implanted  lenses  continues  to  increase.  The 
chart  below  demonstrates  the  increasing  num- 
ber of  posterior  chamber  lenses,  with  a record 
high  of  950  in  1985. 

USE  OF  POSTERIOR  CHAMBER  LENSES 
IN  DELAWARE 


ANTERIOR 

POSTERIOR 

CHAMBER 

CHAMBER 

TOTAL  lOLs 

lOLs 

lOLs 

1982 

490 

311 

179 

1983 

703 

249 

454 

1984 

954 

192 

762 

1985 

1,095 

145 

950 

The  technique  of  posterior  chamber  lens  im- 
plantation requires  skill  in  extracapsular  cat- 
aract extraction  in  order  to  leave  the  caps\ilar 
covering  of  the  lens  partially  intact  in  order  to 
stabilize  the  intraocular  lens  without  the  need 
for  suture  or  tissue  fixation. 

Anterior  chamber  lOLs  are  placed  in  front 
of  the  iris,  and  are  decreasing  in  popularity  as 
the  lens  of  choice  in  combined  cataract  im- 
plant surgery.  They  are  finding  more  uses  in 
secondary  surgery  years  after  patients  have 
had  previous  cataract  extraction.  The  flexibil- 
ity of  these  new  anterior  chamber  lenses  makes 
them  safer  than  the  earlier  rigid  varieties. 

The  number  of  implanted  lOLs  which  re- 
quired removal  decreased  from  17  in  1984  to 
ten  in  1985.  The  incidence  of  explantation  is 
further  decreasing  when  one  looks  at  the 
enlarging  number  of  cataract  patients  being 
treated  with  implantation.  None  of  the  lenses 
removed  were  of  the  modern  posterior  cham- 
ber lens  variety,  which  appears  to  be  the  safest 
model  currently  available.  It  is  also  interest- 
ing to  note  that  nine  of  these  ten  people 
received  another  intraocular  lens  in  exchange, 
as  both  the  surgeon  and  the  patient  recognized 
the  advantage  of  lens  implantation. 


FOR  SALE 

79  and  ’81  (with  ’84 
upgrade)  V-3400  Phased 
Array  Ultrasound  - Varian 
m-mode  Monitor,  VCR, 
ECG/Heartsound  Amplifier, 
Hard  Copy  recorder.  Model 
1226  Dry  Silver  Processor, 
Polaroid  Camera. 
Transducers,  instruction 
manual  (optional) 
$6,700 -$10,995 
’79  Toshiba  SAL-20  A Real 
Time  Linear  Phased  Array 
portable  scanner,  $4,500. 
Call  301-340-9292 
for  information 


The  high  level  of  satisfaction  with  intraocu- 
lar lens  surgery  is  based  on  the  rapid  visual 
rehabilitation,  a minimal  convalescent  period, 
and  the  smaller  ocular  incisions  of  modern 
surgery.  The  prognosis  of  90%  to  95%  of 
patients  is  good  to  excellent  visual  result, 
depending  on  other  conditions  pre-operatively. 
The  ambulatory  standard  of  cataract  surgery 
has  been  aided  by  efforts  to  counsel  patients 
about  stress  and  logistics  prior  to  their  proce- 
dure. Many  individuals  still  require  spectacle 
correction  for  distance-near-both  after  surgery. 

What  of  the  future?  The  use  of  ultra-violet 
absorbing  compounds  and  intraocular  lenses, 
silicone  elastomers,  smaller  incisions,  and 
even  an  injectable  solution  into  the  patient’s 
own  capsular  bag  are  being  evaluated.  While 
we  eagerly  await  these  new  developments,  we 
are  satisfied  that  the  visual  results  with  the 
present  posterior  chamber  intraocular  lenses 
will  be  hard  to  beat. 

Robert  Abel,  Jr.,  M.D. 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
resulting  from  injury,  illness,  or 
congenital  disorder.  State-of-the-art 
equipment  includes  EMC,  biofeed- 
back, Cybex,  Dynavit,  spa-size 
whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
free  Delaware  Curative  prescription 
forms,  please  call  (302)  656-2521  or 
write  Mae  D.  Hightower-Vandamm, 
Executive  Director,  Delaware  Curative 
Workshop,  1600  Washington  Street, 
Wilmington,  DE  19802 


A DELAWARE 

^clrative 

^ % WORKSHOP 


IN  BLACK  AND  WHITE 


Edited  by  Dennis  R.  Witmer,  M.D. 


The  1910  Model  Q Maxwell  $850.00  22  H.  P.  4 Cylinders 


The  1910  30  H.  P.  Mitchell.  4 Cylinders. 


Both  of  the  above  cars  represent  the  best  types  of  the  Physician’s 
car  at  a most  moderate  first  cost  and  cost  of  keep. 

^ We  will  take  pleasure  in  referring  you  to  a number  of  your  own 
Association  who  are  enthusiastic  users  of  each  of  these  cars.  Ask 
them. 

J.  R.  RICHARDSON  AUTO  CO., 

WILMINGTON,  DEL. 

Astematic  Pbes*  1722.  D.  & A.  Pbose  1426D. 


THE  PHYSICIAN’S  CONVEYANCE 

Contributed  by  Douglas  Bugel,  PhotographerforThe  Medical  Centerof  Delaware. 


Apologies  to  Elliott  Kagan,  M.D.  His  name  as  contributor  was  left  off  last  month’s  In 
Black  and  White,  “Leopard  at  Waterhole,”  Kruger  National  Park,  South  Africa. 
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WILMINGTON  PAIN  AND 
REHABILITATION  CENTER 

Specializing  in  the  treatment  of 
NECK  and  BACK  INJURIES 

Comprehensive  Outpatient  Therapy 

Work-Hardening  Program 
Sports  Medicine 
Biofeedback 

Therapeutic  Exercise-Cybex  II+, 
Nautilus  Back  Machine 
Paramount  Sports  Trainer 

1021  Gilpin  Avenue 
Suite  101 

Wilmington,  DE  19806 
(302)  575-1776 

Hours  by  Appointment 


Call  Us... 

and  find  out  why  Delawareans  are 
choosing  Happy  Harry’s  as  their  source 

ot  Durable  Medical  Equipment 

The  Customer  Oriented,  Full-line  Supplier, 
bound  to  Quality  and  Service,.. 

The  Exceptionally  Dependable, 

single  source  tor  DME... 


^ HOME  HEALTH 

CARE  SERVICE 

EVERYTHING  FOR  YOUR 
16-A  TROLLEY  SOUARt 

Pi 

HflPlW 

PATIENT  S GOOD  HEALTH 
WILMINGTON,  DE  19806 

(302)  654-3019 


The  View  Box 


John  S.  Wills,  M.D.,  Editor 

LIVER  TUMORS 


Wayne  F.  Vose,  M.D. 


FIGURE  1A 


The  patient,  a 43-year-old  man,  had  a his- 
tory of  duodenal  ulcer  confirmed  by  endoscopy 
in  1980.  In  June,  1985,  the  patient  returned  to 
his  family  doctor  complaining  of  epigastric 
pain  which  was  suggestive  of  recurrent  ulcer. 
An  ulcer  of  the  duodenal  bulb  was  noted  on 
upper  G.I.  series. 

Dr.  Vose,  formerly  a resident  at  The  Medical  Center  of  Delaware,  is  cur- 
rently a practicing  radiologist  in  Phoenix,  Arizona. 


Upper  abdominal  sonography  demonstrated 
an  enlarged  left  lobe  of  the  liver  containing  an 
inhomogeneous  hypoechoic  mass  with  strong 
marginal  echos.  The  sonogram  prompted 
further  imaging  directed  toward  the  liver. 
Liver-spleen  scan  showed  virtual  absence  of 
uptake  in  the  left  lobe. 

Selected  images  from  the  CT  scan  before 
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and  after  intravenous  contrast  administra- 
tion are  presented  in  Figure  1.  Note  the  homo- 
geneous mass  in  Figure  lA  and  IB,  which 
measures  19cm.  Following  IV  contrast  admin- 
istration, there  are  focal  areas  of  increased 


density  in  the  periphery  of  the  lesion,  Figures 
1C  and  ID.  Figure  2 A is  a film  at  two  seconds 
after  superselective  injection  of  the  left  hepatic 
artery.  Figure  2B  represents  a film  at  16 
seconds  in  the  same  series. 


FIGURE  IB 


FIGURE  1C 
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FIGURE  ID 


figure  2A  FIGURE  2B 

WHAT  IS  YOUR  DIAGNOSIS? 
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Answer:  (Giant)  Cavernous  Hemangioma 

While  the  most  common  liver  tumor  is  a 
metastic  carcinoma  and  the  most  common 
benign  hepatic  mass  is  a cyst/  the  most  com- 
mon benign  liver  tumor  is  cavernous  heman- 
gioma/ This  tumor  has  been  found  in  up  to 
7.3%  of  autopsies.^  '* 

Cavernous  hemangioma  is  usually  asymp- 
tomatic and  found  only  as  an  incidental  find- 
ing on  CT  or  ultrasound  of  the  liver,  at  surgery, 
or  at  autopsy.^  This  tumor  can  become  very 
large;  in  which  case,  it  is  termed,  “giant 
hemangioma,”  and  may  present  with  symp- 
toms of  abdominal  mass  due  to  hepatomegaly 
and/ or  abdominal  discomfort  related  to  pres- 
sure on  adjacent  organs.  Enlargement  during 
pregnancy  may  occur.^  Rarely,  the  tumor  may 
spontaneously  rupture  with  massive  hemor- 
rhage and  even  death.^  While  the  majority  are 
single  lesions  less  than  five  centimeters  in 
diameter,  multiple  hemangiomas  and  larger 
lesions  are  not  uncommon.^  More  than  70%  of 
cavernous  hemangiomas  occur  in  women.^ 

Hemangiomas  of  the  liver  are  divided  histo- 
logically into  the  capillary  and  the  cavernous 
types,  depending  on  the  diameter  of  the  pre- 
dominant vascular  channel.  Capillary  heman- 
giomas are  almost  exclusively  found  in  infants 
and  have  sinusoids  averaging  15  microns, 
while  cavernous  hemangiomas  are  rarely 
diagnosed  before  adulthood  and  the  vascular 
lakes  average  200-300  microns.  The  large  size 
of  these  vascular  lakes  is  thought  to  result  in 
slow  flow  through  the  lesion,  resulting  in 
delayed  clearing  of  contrast  medium  by  intra- 
venously enhanced  CT  or  by  angiography,®  as 
in  Figure  2B. 

Technetium  99m  red  blood  cell  blood  pool 
study  may  show  delayed  appearance  of  activ- 
ity in  the  lesions,  which  are  usually  cold  on  a 
liver-spleen  scan.'^ 

The  most  frequent  sonographic  appearance 
of  cavernous  hemangiomais  is  a homogene- 
ously hyperechoic  area  with  a sharp  margin.® 
Nevertheless,  many  are  of  inhomogeneous 
echogenicity,  possibly  because  of  a variable 
degree  of  fibrous  replacement  or  thrombosis  of 
the  vascular  lakes.®  Some  are  hypoechoic. 
Since  the  sonographic  appearance  is  variable 
and  non-specific,  ultrasound  should  be  re- 
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served  for  screening  and  follow-up  and  not  for 
definitive  diagnosis.’ 

The  diagnosis  can  be  made  by  IV  contrast 
enhanced  CT  in  the  majority  of  cases  by  the 
characteristic  pattern  of  delayed  clearing  of 
contrast  media  and  filling  of  the  lesion  from 
its  periphery. The  false  negative  rate  by  CT 
is  probably  higher  for  small  lesions  due  to  mis- 
registration and  respiratory  variation. An- 
giography is  sometimes  required  and  usually 
is  definitive,  but  may  occasionally  not  be  spe- 
cific. As  on  CT,  the  false  negative  rate  of 
small  lesions  is  greater,  and  superselective 
angiography  technique  is  necessary. 

Some  authors  recommend  exhausting  avail- 
able imaging  studies  before  CT  guided  needle 
puncture  is  attempted  when  a cavernous  he- 
mangioma is  a diagnostic  possibility,  since 
this  vascular  tumor  may  hemorrhage  pro- 
fusely.®’ 1®  On  the  other  hand,  some  of  these 
lesions  have  been  biopsied  without  incident, 
using  a skinny  needle  under  CT  guidance.^® 
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JOHN  HAMILTON  FURLONG,  JR.,  M.D. 

Dr.  John  H.  Furlong,  Jr.,  of  Les  Coteaux, 
Tobago,  West  Indies,  formerly  of  Woodbrook, 
Wilmington,  died  of  a cerebral  hemorrhage 
August  26, 1986.  He  was  68. 

Born  in  Chester,  Pennsylvania,  Dr.  Furlong 
graduated  from  Jefferson  Medical  School  in 
1943.  He  practiced  urology  in  Wilmington 
from  1950  until  1982,  and  was  for  many  years 
the  Director  of  the  Department  of  Urology  at 


the  Wilmington  Medical  Center.  Dr  Furlong 
also  served  for  two  terms  on  the  State  Board  of 
Medical  Examiners.  Upon  retirement  in  1982, 
he  moved  to  the  West  Indies  with  his  wife. 

He  is  survived  by  his  wife,  Loretta  B.;  a son, 
John  H.,  Ill,  of  Colchester,  Connecticut;  two 
daughters,  Janice  Furlong  DeLeon  of  Acton, 
Massachusetts,  and  Lee  F.  Williams  of  Chapel 
Hill,  North  Carolina;  his  mother,  Anna  H. 
Furlong,  of  Wilmington;  and  two  grand- 
children. 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 

The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 

Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


FLEXIBLE  SIGMOIDOSCOPY,  by  Ronald  M. 
Katon,  M.D.,  Emmet  B.  Keffee,  M.D.  and  Clif- 
ford S.  Melnyk,  M.D.,  Grune  & Stratton,  Inc., 
Orlando.  1985.  159  pp.  Price  $34.50. 

“Flexible  Sigmoidoscopy  is  a rich  man’s 
version  of  rigid  sigmoidoscopy;  it  is  not  a poor 
man’s  version  of  colonoscopy.”  Rightfully  so, 
this  statement  is  the  principle  behind  the 
authors’  belief  in  this  technique. 

The  present  emphatic  move  among  primary 
care  physicians  embracing  the  importance  of 
flexible  sigmoidoscopy  in  patient  care  is 
strongly  supported  in  this  book.  The  necessary 
facts  are  well  covered  and  for  the  first  book  on 
flexible  sigmiodoscopy , it  is  well  done.  My  crit- 
icisms of  this  work  are  small  and  obviously 
slanted  by  my  primary  care  inclination.  The 
authors  are  truly  experienced  in  flexible 
endoscopy  and  are  well  qualified  to  write  the 
first  reference  book  on  flexible  sigmoidoscopy. 

Flexible  Sigmoidscopy  is  a good  reference 
for  the  primary  care  physician  at  the  right 
time.  The  maze  of  “GI”  journal  articles  avail- 
able for  reference  for  the  beginner  and  inter- 
mediate flexible  sigmoidoscopist  are  adequate- 
ly summarized  in  this  concise  text.  However, 
the  references  and  inclination  of  this  book  are 
heavily  weighted  toward  a gastroenterologist 
point  of  view.  The  primary  care  literature, 
direction,  and  research  are  essentially  ignored. 
Thus,  the  primary  care  physician’s  approach 
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to  learning  the  procedure  and  setting  up 
his/her  office  is  missing.  Heavier  than  needed 
(for  this  short  text)  emphasis  is  placed  on  top- 
ics like  polypectomy  and  informed  consent. 

The  critical  basic  information  is  there.  The 
history  and  principles  are  discussed  first  and 
are  mercifully  brief.  The  technique  chapter 
starts  out  by  saying  new  physicians  “should” 
spend  10  to  20  procedures  with  experienced 
endoscopists  before  beginning  independent 
examinations.  This  is  of  course  desirable,  but 
certainly  not  always  practical  or  necessary. 
Preparation,  position,  and  technique  are  dis- 
cussed well.  The  technique  part  could  have 
been  done  with  an  overall  plan  of  phased  in 
learning  for  the  primary  physician,  but  is 
presented  in  small  chunks.  The  “slide  by” 
technique  is  only  briefly  mentioned  but  should 
have  been  covered  in  much  more  detail.  It  is 
indeed  potentially  more  of  a risk,  but  it  is  cer- 
tainly an  efficient  practical  method  in  rapid 
but  careful  insertion. 

Equipment  availability  and  design  are  dis- 
cussed in  appropriate  detail  except  that  video 
sigmoidoscopy  is  not  covered.  Enough  infor- 
mation is  presented  to  help  the  novice  pick  out 
a good  starting  scope. 

Care  and  cleaning,  indications,  complica- 
tions, screening,  pathology,  and  procedure 
forms  are  discussed  too.  Normal  anatomy 
could  have  been  given  more  ground,  especially 
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if  this  text  is  to  serve  as  a reference  text.  Two 
photos,  eight  drawings,  and  five  sketches  are 
not  enough. 

“Etc”  has  no  place  in  a text,  but  it’s  in  this 
one.  I would  also  like  to  see  much  more  discus- 
sion on  the  polyp  to  cancer  sequence.  The 
preparation  using  “enemas  until  clear”  is  used 
frequently  in  family  practice^  but  is  not  men- 
tioned. I strongly  disagree  with  using  a 
member  of  the  patient’s  family  as  your  only 
witness  when  requesting  signed  consent.  I do 
not  wish  to  have  a lay  person’s  memory  of  an 
explained  medical  procedure  serving  as  part  of 
my  defense  without  another  medical  person 
present  to  remind  the  lay  person  of  important 
“missed”  details. 

My  recommendation  is  to  buy  this  book  if 
you  are  (will  be)  doing  flexible  sigmoidoscopy. 
At  least  skim  it  before  shelving  so  you  will 
know  when  to  refer  to  it  for  help.  Then  wait  for 
a primary  care  oriented  book  on  endoscopy  in 
general  before  buying  another.  The  other  flex- 
ible sigmoidoscopy  books  just  haven’t 
appeared  yet  anyway. 

1 . Hocutt  JE , J affe  R,  Owens  GM,  W alters  DT: 
Flexible  Sigmoidoscopy  in  Family  Practice. 
Am  Fam  Physician  29:131-138, 1984. 

John  E.  Hocutt,  Jr.,  M.D.,  F.A.A.F.P. 
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IMPAIRED  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
PHYSICIAN  TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
PROGRAM  (302)  654-1001.  The  anonymity  of  the  caller  is  assured. 

COLLEAGUES  IN  Steven  L.  Edell,  D.O.,  recently  lectured  at  the  Meet-the-Pro lessor  session  at 
THE  NEWS  the  31st  Annual  Convention  for  the  American  Institute  of  Ultrasound  in 
Medicine,  September  17, 1986,  in  Las  Vegas,  Nevada.  Dr.  Edell’s  lecture  was 
titled,  “Upper  Urinary  Tract  Sonography.” 

John  M.  Levinson,  M.D.,  has  just  returned  from  one  month’s  work  at  the 
Afghanistan  Hospital  for  Obstetrics  and  Gynecology  recently  established 
in  Peshawar,  Pakistan.  It  was  established  to  help  care  for  the  wives  of 
Afghan  freedom  fighters.  Dr.  Levinson  was  accompanied  by  two  physi- 
cians and  an  emergency  medical  physician.  After  teaching,  lecturing,  and 
helping  to  set  up  surgical  capabilities,  the  physicians  left  surgical  instru- 
ments and  supplies  totaling  $20,000. 

CLINICAL  MEETINGS  AND  NOTICES 


CRITICAL  CARE 
MEDICINE  FOR 
PRACTICING 
PHYSICIANS 


Franklin  Square  Hospital  Center  is  presenting  a one  day  seminar  focusing 
on  “Practical  Aspects  of  Critical  Care  Medicine  for  Practicing  Physicians,” 
to  be  held  Saturday,  November  8,  1986,  at  the  Baltimore  Marriott-Inner 
Harbor  Hotel.  6V2  hours  of  Category  1 credit  will  be  offered.  The  most  recent 
advances  in  the  treatment  of  problems  commonly  encountered  in  the  criti- 
cally ill  patient,  including  AIDS  patients  in  ICU,  will  be  presented.  For 
additional  information,  contact  The  Health  and  Education  Council,  Inc., 
7201  Rossville  Boulevard,  Baltimore,  MD,  21237,  or  call  301-686-3610. 


THIRD  ANNUAL  The  Third  Annual  Northeast  Regional  Methadone  Conference  will  be  held 
METHADONE  December  1-3, 1986,  at  the  Hyatt  Baltimore.  This  year’s  focus  will  be:  “Metha- 
CONFERENCE  done  Treatment  Two  Decades  of  Success  — Planning  for  the  Future.”  For 
more  information,  call  or  write  Richard  H.  Lane,  Chairman,  c/o  Man  Alive, 
Inc.,  2100  North  Charles  Street,  Baltimore,  MD  21218;  301-837-4292. 


JOINT  AGING  The  American  Geriatrics  Society  and  the  American  Federation  for  Aging 
MEETING  Research  will  be  hosting  their  joint  annual  meetings  November  16-19, 1986, 
at  the  Marriott  Hotel,  Chicago,  Illinois.  The  latest  developments  in  research 
and  scientific  management  of  Alzheimer’s  Disease,  osteoporosis,  and 
incontinence  will  be  explored.  This  conference  is  immediately  preceding  the 
39th  Annual  Meeting  of  the  Gerontological  Society  of  America.  For  more 
details  contact:  American  Geriatrics  Society,  Room  1470,  10  Columbus 
Circle,  New  York,  NY  10019,  or  212-582-1333. 


Why  FEE-ONLY  Financial  Planning? 

A first  rate  financial  advisor  must  be  both  Impartial  and  knowledgeable. 
Impartial  In  considering  the  full  range  of  alternatives  for  your  financial  needs 
and  knowledgeable  in  selecting  the  proper  solution  for  those  needs.  A feer 
only  financial  advisor  does  not  accept  commissions  as  a form  of  compensa- 
tion. The  advisor  can  thus  be  impartial  In  making  recommendations,  whether 
they  are  In  tax  planning,  investments  or  other  areas  of  financial  planning. 

Find  out  more  about  fee-only  financial  planning  by  contacting: 

VINCENT  A.  SCHIAVI,  CFP 

33  C TROLLEY  SQUARE  (302)  656-4472 
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In  Brief 


DELAWARE 
PEDIATRICIANS 
HOLD  R.O.Y. 
WARREN 
MEMORIAL 
LECTURE  SERIES 


BRITISH 

COLUMBIA 

HEART 

FOUNDATION 

CARDIAC 

SYMPOSIUM 


SPORTS 
MEDICINE, 
EMERGENCY 
MEDICINE, 
AND  THE 
PRIMARY  CARE 
PHYSICIAN 


VALLEY  FORGE 
SITE  OF“Rx  FOR 
SURVIVAL” 


The  Delaware  Chapter  of  the  American  Academy  of  Pediatrics  is  sponsor- 
ing a R.O.Y.  Warren  Memorial  Lecture,  to  be  held  Friday,  November  1, 1986, 
from  9:00  a.m.  to  4:00  p.m.,  at  the  Delaware  Academy  of  Medicine  Building. 
Five  hours  of  Category  1 credit  will  be  given.  Speakers  will  be  Robert 
Dougherty,  M.D.,  Ph.  D.,  Medical  Director  at  A. I.  du  Pont  Institute,  William 
Frankenburg,  M.D.,  from  the  University  of  Colorado,  and  Sylvan  Stool, 
M.D.,  Chief  of  E.N.T.  at  Pittsburgh  Hospital.  For  more  information,  please 
call  Forrest  G.  Hawkins,  M.D.  at  762-6333. 


A Heritage  of  Excellence  is  the  theme  of  the  30th  Anniversary  of  the  British 
Columbia  Heart  Foundation  Cardiac  Symposium,  to  be  held  March  5-7, 
1987,  in  Vancouver,  British  Columbia.  International  speakers  will  share 
their  knowledge  on  the  medical  and  surgical  aspects  of  cardiac  disease  in 
the  adult  and  child.  For  further  information,  contact  the  British  Columbia 
Heart  Foundation  at  604-681-5226,  or  write  them  at  Suite  801,  750  Jervis 
Street,  Vancouver,  B.C.,  Canada,  V6E  2A9. 


Walt  Disney  World  will  beithe  site  of  the  conference  on  “Sports  Medicine, 
Emergency  Medicine  and  the  Primary  Care  Physician,”  to  be  held  March 
17-21, 1987.  This  conference  is  the  sports  and  emergency  medicine  version  of 
the  successful  Emergency  Medicine  Conference  held  each  year  in  Atlantic 
City.  Co-sponsored  by  Thomas  Jefferson  University,  the  Delaware  Chapter 
of  The  American  College  of  Emergency  Physicians,  and  The  Medical  Cen- 
ter of  Delaware,  in  cooperation  with  the  University  of  Delaware,  20  CME 
credit  hours  will  be  offered,  Reservation  should  be  made  before  January  15, 
1987  to  assure  a place.  For  advance  registration,  call  302-451-2214. 


“Rx  For  Survival”  Exposition  and  Symposium  will  be  held  December  5-6, 
1986  at  the  Valley  Forge  Convention  and  Exhibit  Center.  This  is  presented 
by  the  Philadelphia  County  Medical  Society  for  physicians  and  health  care 
executives.  CME  credits  will  be  offered.  There  will  be  over  150  exhibitors 
displaying  new  products  and  services  available  to  physicians  today.  A 
$20.00  fee  covers  lunch  and  entry  to  the  symposium  for  two  days.  For  more 
information,  please  contact  John  Trevi  at  Philadelphia  County  Medical 
Society  at  215-563-5343. 


HOME  HEALTH  CARE  CENTER 


• WHEEL  CHAIRS 

• WALKING  AIDS 

• TENS-  UNITS 

• BATHROOM 
SAFETY  AIDS 


• SURGICAL  SUPPORTS 

• ORTHOPEDIC  BRACES 

• SPORT  SUPPORTS 

• ELASTIC  STOCKINGS 

• TRUSSES 


"SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


s \|  I s 
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SI  K \ |(  I 


608  NO  UNION  STREET 

WILM  DEL 
PHONE  652-0300 
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President's  Page 


A DAY  IN  COURT  V.  DOLLARS  IN  COURT 


As  a follow-up  to  last  month’s  President’s 
Page,  I would  like  to  offer  a suggestion  which  I 
believe  would  satisfy  many  of  the  problems  of 
our  present  tort  system  as  it  pertains  to  mal- 
practice. It  would  guarantee  a plaintiffs  right 
to  seek  redress  to  alleged  wrongs,  and  would 
also  reduce  the  chance  of  whimsical  and 
unrealistic  awards.  Witness  the  latest  AMA 
News  report  in  which  a *69  million  award  was 
granted. 

Current  thought  attempts  to  place  ceilings 
upon  such  awards,  but  I believe  this  to  be  a 
mistake,  as  within  a short  period  of  time  a 
proscribed  limit  becomes  usual  and  custom- 
ary. When  trial  lawyers  and  juries  become 
cognizant,  the  limit  winds  up  as  the  “key  to  the 
treasury.”  According  to  one  official  account- 
ing in  a neighboring  state,  the  average  claim  is 
settled  for  less  than  *50,000,  so  that  a cap  of 
*300,000  for  non-economic  awards  is  likely  to 
increase  the  cost  of  settlements. 

No  one  should  be  denied  a day  in  court  — or  a 
right  to  jury  deliberation  — and  as  such  I 
would  not  advocate  anything  which  would 
negate  this.  But  a day  in  court  with  our  present 
system  often  becomes  a game  of  dollars  in 
court.  I would  rather  advocate  a continuance 
of  the  present  system  but  would  suggest  that  it 
go  as  far  as  a decision  of  the  liability  or  non- 
liability of  the  physician.  At  that  point,  if  a 
determination  of  no  liability  is  the  result,  there 
is  no  further  proceeding. 


If  a malpractice  suit  is  judged  against  the 
physician,  I believe  we  should  then  adopt  a 
different  mechanism  for  deciding  awards.  I 
propose,  unlike  at  present,  where  a jury  has 
the  right  to  determine  such  an  award,  that  at 
this  point  a panel  of  knowledgeable  experts  be 
given  the  task  of  determining  how  and  par- 
ticularly how  much  the  award  is  to  be.  The 
board  could  be  appointed  by  either  the  court  or 
local  government  and  made  up  of  representa- 
tives from  labor,  business,  industry,  clergy, 
social  workers,  accountants,  and  any  other 
group  which  would  be  responsible  for  deciding 
not  only  monetary  award  amounts,  but  also 
how  such  should  be  made  (ie,  take  into  account 
collateral  resources,  structured  payments,  joint 
and  several  liability).  The  board  should  be 
able  to  call  consultants  when  needed. 

Under  this  program,  an  individual  would  be 
guaranteed  freedom  of  the  courts,  but  it  also 
reduces  the  frivolous,  aimless,  and  unreason- 
able cases  that  have  crept  into  our  legal  sys- 
tem. In  some  form,  this  could  be  adapted  to 
other  tort  situations. 
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We  can  help  you 
get  to  the  heart 
of  the  problem 


When  cardiac  testing  and  evaluation 
are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 


We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  (including  in-home) 


The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 


OIRDMC 

DWGNOSTIC 

CENTER 


Suite  214 

Limestone  Medical  Center 
1941  Limestone  Road 
Wilmington,  DE  19808 


Unit  25 
The  Commons 
3520  Silverside  Road 
Wilmington,  DE  19810 


^’SIMPLY  THE  BEST  LOCATION 
IN  GREATER  WILMINGTON” 


The  recently  completed  Gilpin  Medical 
Office  Condominiums  are  located  where 
i Wilmington’s  bustling  central  business  dis- 
trict meets  one  of  its  finest  and  fastest 
growing  residential  areas.  With  immediate 
access  to  1-95  and  Delaware  Avenue,  the 
■ condominiums  are  just  minutes  from  nearly 
Fevery  major  business,  residential  and  med- 
iical  district  in  Greater  Wilmington. 

When  you  take  a look  at  the  key  con- 
siderations in  purchasing  the  best  condo- 


minium for  your  practice,  Gilpin  Medical 
offers  you  more ...  an  exceptional  location, 
class  A construction,  handsome  modern  de- 
sign with  well-appointed  common  areas, 
flexible  planning,  individual  utilities  with 
energy-efficient  heating  and  cooling,  com- 
plete handicap  accessibility,  elevators  and 
on-site  parking. 

Contact  Andy  Carota  or  Steve  Cantera 
at  655-1561  for  more  details. 


i 

! 


: Another  HOLDING  COMPANY  Development  2 units  remaining 
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“Hue  Cross  Blue  Shield... 
my  eu^oyees  deserve 
the  best” 


“The  people  who  work  here  have 
helped  build  the  reputation  that  the  Rusty 
Rudder  enjoys.  I think  such  hard  work 
and  dedication  should  be  rewarded. 

“That’s  the  reason  Blue  Cross  Blue 
Shield  of  Delaware  is  our  # 1 employee 
benefit.  Their  tailor-made  policy  meets 
our  health  benefit  needs  and  fits  our 
price  range.  I like  knowing  the  BlueMax 
choices  give  my  employees  the  kind 
of  health  care  benefits  they  want. 

And,  without  all  the  red  tape,  my  job  is 
a whole  lot  easier. 

“Because  the  people  who  work  at  the 
Rusty  Rudder  are  so  important  to  our 
success,  I want  them  to  have  the  most 
trusted  name  in  health  care  coverage. 
That’s  Blue  Cross  Blue  Shield.” 

Rusty  Williams,  General  Manager 
The  Rusty  Rudder 


Make  the  health  care  choice 
that  makes  good  business  sense. 


BlueMax 
The  maximum  in 
health  care  choices  from 

Blue  Cross 
Blue  Shield 

of  Delaware 

CARRY  THE  CARING  CARD.®' 
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MEDICAL  GRAND  ROUNDS: 

A PATIENT  WITH  “FEROCIOUS”  HEADACHE 


Stephen  S.  Grubbs,  M.D., 
Grand  Rounds  Editor 


CASE  PRESENTATION 

Dr.  James  G.  Boyajain,  Medical  Resident 

A 31  year  old  man  presented  with  five  days 
of  “ferocious”  headaches.  He  had  the  onset  of 
episodic  headaches  beginning  in  1976.  At  that 
time  and  in  the  following  year,  he  was  told 
that  these  were  sinus  headaches,  but  he  recalls 
few  details  of  these  headaches.  In  1980  his 
physician  performed  computerized  scanning 
of  the  head  and  an  electroencephalogram, 
both  of  which  were  normal.  After  the  episode 
of  pain  in  1980  abated,  he  was  pain  free  for 
four  years,  until  two  weeks  before  his  present 
presentation. 

He  described  his  headaches  as  severe  and 
increasing  in  both  duration  and  severity,  par- 
ticularly over  the  four  days  before  presenta- 

Dr.  Keating  teaches  and  practices  internal  medicine  at  The  Medical  Center 
of  Delaware,  where  he  is  assistant  director  of  the  Department  of  Medicine. 
He  is  also  on  the  clinical  faculty  of  Jefferson  Medical  College,  Philadelphia. 
Dr.  Gersh  practices  neurosurgery  in  Wilmington.  He  is  on  the  staff  at 
The  Medical  Center  of  Delaware  and  St.  P'rancis  Hospital,  and  is  clinical 
assistant  professor  of  Neurosurgery  at  Thomas  Jefferson  University. 
Philadelphia. 

This  paper  was  adapted  from  a presentation  at  Grand  Rounds  of  the 
Department  of  Medicine  at  The  Medical  Center  of  Delaware. 


Herbert  J.  Keating,  III,  M.D. 

Douglas  B.  Gersh,  M.D. 

tion.  These  ferocious  headaches  occurred  once 
or  twice  a day,  frequently  in  the  early  after- 
noon. The  pain  always  affected  the  right  side 
of  his  head,  and  was  sharp  with  a throbbing 
quality,  lasting  between  45  minutes  and  three 
hours.  He  had  photophobia,  and  preferred  to 
lie  in  a dark  room.  He  described  the  pain  as  so 
severe  that  it  caused  his  personality  to  change, 
and  reported  that  the  right  side  of  his  face  and 
his  eye  became  red  during  the  acute  headache. 

There  was  no  history  of  precipitating 
factors,  including  alcohol,  and  his  past  history 
was  unremarkable.  His  family  history  was 
negative  for  headache  disorder.  His  social 
history  was  significant  for  one  pack  a day 
cigarette  smoking  and  occasional  alcohol 
intake. 

Physical  exam  was  performed  when  he  was 
symptom  free.  His  blood  pressure  was  normal. 
No  bruits  were  noted.  Fundoscopic  exami- 
nation was  normal,  as  was  visual  field  testing. 
F acial  sensation  and  gait  testing  were  normal. 
There  were  no  pathological  reflexes. 
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Laboratory  examination  was  within  normal 
limits.  CT  scan  of  the  brain  was  performed 
without  contrast  and  was  normal.  Prednisone 
20  mg  daily  and  methysergide  (Sansert, 
Sandoz)  2 mg  tid  were  administered,  and 
Percodan  1 tablet  every  eight  hours  was  given 
for  pain. 

Despite  the  medication  therapy,  his  ago- 
nizing headaches  persisted.  Sansert  was  in- 
creased to  10  mg  qid  and  the  prednisone 
increased  to  20  mg  bid.  Amitriptyline  (Elavil, 
Merck  Sharp  & Dohme)  was  added  to  his  med- 
ication regimen  to  be  taken  before  5:00  pm, 
now  the  time  of  daily  occurrence  of  his  head- 
aches. Sansert  was  then  increased  to  20  mg 
qid.  Three  weeks  after  initial  evaluation,  his 
headaches  were  less  frequent,  but  of  about  the 
same  intensity.  Neurological  consultation  was 
obtained;  the  neurological  evaluation  was  per- 
formed as  his  headaches  were  remitting. 

DISCUSSION 

Dr.  Herbert  J.  Keating,  HI 

The  intensity  of  this  man’s  headaches  is 
clearly  evident  in  the  case  presentation. 
Patients  have  been  suicidal  because  of  cluster 
headache.  I will  use  this  patient’s  particularly 
severe  headaches  as  a starting  point  for  a dis- 
cussion of  headache  syndromes  that  are  un- 
common but  often  most  disabling.  As  an 
internist  with  an  interest  in  medical  decision- 
making, I will  focus  on  those  clinical  clues 
which  permit  assignment  of  probabilities  of 
risk  for  these  serious  conditions. 

Headache  is  the  seventh  most  frequent 
reason  for  visits  to  a physician,  accounting  for 
about  2%  of  all  primary  care  visits.'  More 
women  than  men  suffer  from  headaches.  The 
vast  majority  of  headaches  are  not  serious 
threats  to  health.  Even  referral  headache 
clinics  find  only  about  5%  of  their  patients 
have  an  underlying  serious  etiology.  In  a 
study  in  a community  hospital  emergency 
room,  only  1%  of  patients  with  acute  headache 
had  a life-  threatening  etiology. ^ Yet,  seasoned 
clinicians  all  know  of  missed  diagnostic  oppor- 
tunities with  serious  consequences  where  head- 
ache was  a major  symptom. 

Table  1 shows  the  long  list  of  causes  of 
headache.  Table  2 lists  the  causes  of  headache 
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TABLE  1 

Etiology  of  Headache 

Intracranial 

Tumor 

Primary,  metastatic 
AVM*  or  other  mass 
Aneurysm 

Pseudotumor  cerebri 
Meningitis 

Vascular 

Arteritis 

Stroke 

Associated  with  fever,  histamine  release 
Drug-associated 
Hypertension-associated 
Migraine 
Common 
Classical 
Complicated 
Cluster 

Extracranial 

Muscular-tension** 

Eye,  ear,  nose,  teeth,  pathology 
Bones  of  skull  (TMJ***) 

Cervical  spine 

* AVM:  arteriovenous  malformation 

**  Includes  those  associated  with  depression 
or  other  psychopathology 

***  TMJ:  Tempero-mandibular  joint 

in  538  patients  in  the  Adult  Medical  Clinic  of 
The  Medical  Center  of  Delaware,  and  this  is 
not  an  atypical  distribution.  Vascular  and 
extracranial  causes  are  most  common.  Table  3 
lists  the  less  common  causes  of  headache. 
Headache  due  to  drugs  is  probably  under- 
represented in  this  list.  It  is  a common  side 
effect  with  nitrates,  of  course,  but  also  with 
other  vasodilators,  indomethacin,  trime- 
thoprim-sulfa, and  oral  contraceptives. 

Headache  attributable  to  sinus  problems  is 
a feature  or  a consequence  of  acute  sinusitis. 
Post-traumatic  or  concussive  headache,  be- 
ginning about  24  hours  after  injury  typically 
worsens  for  days  or  weeks,  and  may  be  a 
persistent  problem.  Of  course,  CT  scanning 
should  be  done  when  headache  first  appears 
after  trauma,  to  exclude  subdural  hematoma 
and  other  intracerebral  injuries. 
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TABLE  2 

Headache  in  538  Patients  in  Adult  Medical 
Clinic,  Medical  Center  of  Delaware 


NUMBER 

(%  OF  TOTAL) 

TYPE 

298 

( 55.4%) 

Non-classified 

134 

( 24.9% 

Tension* 

52 

{ 9.7%) 

Migraine 

15 

( 2.8%) 

“Sinus”  headache 

10 

( 1.9%) 

Hypertension 

associated 

10 

( 1.9%) 

Cluster  headache 

5 

( 0.9%) 

Cranial  arteritis 

14 

( 2.6%) 

Other 

538 

(100.1%) 

* Includes  those  attributed  to  depression  or 
anxiety 


Of  particular  interest  in  our  patient  was  the 
fact  that  he  had  two  CT  scans,  despite  having 
a classic  story  for  cluster  headache.  Cluster 
headache  is  not  difficult  to  recognize,  emerg- 
ing as  a “clearly  definable  syndrome”  by  com- 
puter classification  of  headache  symptoms.^ 
As  the  physician  responsible  for  ordering  the 
second  of  the  two  CT  scans,  I can  only  defend 
the  decision  by  pointing  out  the  reassurance 
value  to  the  patient  of  a negative  CT  scan. 
This  man  assumed,  as  many  lay  people  do, 
that  the  ferocity  of  a headache  is  proportional 
to  the  underlying  severity  of  the  cause.  He  was 
frightened  that  he  had  a brain  tumor.  The 
negative  CT  scan  was  of  significant  value  in 
reassuring  him. 

Headache  is  the  most  common  clinical  rea- 
son for  performing  CT  scans  of  the  head.  For 
chronic,  recurring  headaches  in  patients  in 
whom  no  neurological  examination  findings 
are  noted,  the  prevalence  of  an  abnormal  CT 
scan  finding  is  about  1%.  CT  has  a critically 
important  role  in  acute  headaches  (less  than 
two  weeks  in  duration)  and  those  associated 
with  focal  neurological  signs.  Migraine  syn- 
drome patients  with  attacks  which  always 
involve  the  same  side  of  the  head,  or  with  focal 
symptoms,  should  probably  have  a CT  scan.'* 

Table  4 lists  the  causes  of  headache  that  are 
of  critical  importance,  although  uncommon.  I 
will  discuss  these  in  order  of  an  estimated  pro- 
duct of  their  probability,  and  the  negative  con- 
sequences of  failure  to  diagnose. 


Cranial  Arteritis 

The  classic  headache  of  cranial  or  temporal 
arteritis  is  seen  in  only  about  half  of  patients 
with  the  disease,  so  the  diagnosis  may  be 
subtle.  New  and  recurrent  headache  in  a 
patient  over  55  should  be  considered  temporal 
arteritis  until  proven  otherwise  by  a sedi- 
mentation rate  under  50  and,  when  indicated, 
a negative  temporal  artery  biopsy,  as  blind- 
ness and  even  death  have  been  described  in 
inadequately  treated  patients.^ 

Hypertension  Headaches 

Although  a debated  point,  hypertension 
seems  to  cause  headache  only  at  significant 
elevations  of  blood  pressure.  The  headache  of 
hypertension  is  usually  occipital,  moderately 
severe,  and  throbbing  in  character. 

Severe  headache  is  almost  universally 
present  when  hypertension  causes  encepha- 
lopathy. Hypertension  is  commonly  associated 
with  acute  stroke,  which  also  frequently  causes 
headache.  The  management  of  hypertension 
in  acute  stroke  is  complicated  and  contro- 
versial, particularly  in  hemorrhagic  stroke, 
but  in  general,  hypertension  in  the  setting  of 
cerebral  infarction  should  not  be  treated.® 


TABLE  3 

Uncommon  Causes  of  Headache  in  Adult 
Medical  Clinic,  Medical  Center  of  Delaware 


NUMBER 

OF 

(%  OF 

TYPE 

PATIENTS 

TOTAL) 

“Sinus” 

15 

( 2.8%) 

Hypertension 

10 

( 1.9%) 

associated 

Cluster 

10 

( 1.9%) 

Cranial  arteritis 

5 

( 0.9%) 

TMJ*  pain 

3 

( 0.5%) 

Drug-related  (nitrates) 

3 

( 0.5%) 

Post  meningitis 

2 

( 0.4%) 

Other  (one  each:  lupus 

6 

( 1.1%) 

cerebritis,  C-spine 
arthritis,  AVM, 
Arnold-Chiari  mal- 
formation, post- 

trauma,  post-stroke) 

TOTAL: 

54 

(10.0%) 

* Tempero-mandibular  joint 
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TABLE  4 

Uncommon  Causes  of  Headache: 

An  Estimate  of  the  Frequency  and  Negative  Consequences  of  Errors 

in  Diagnosis 


Etiology 

Probability 
Estimate  (P) 
1 (least)  to  5 

Negative 

Consequences (N) 
1 to  5 (most) 

P*N 

Cranial  arteritis 

4 

4 

16 

Hypertension  associated 

5 

2 

10 

Depression 

5 

2 

10 

Brain  tumor 

2 

5 

10 

Cluster  headache 

4 

2 

8 

Cerebral  hemorrhage 
(aneurysm,  AVM,  chronic 
subdural  hematoma) 

1-2 

4 

4-8 

Pseudotumor  cerebri 

2 

1 

2 

Depression 

Headache  is  a common  somatic  feature  of 
depression,  but  usually  appears  with  other 
depressive  features  such  as  anorexia,  loss  of 
libido,  and  early  morning  awakening.  The 
depressed  patient  will  usually  admit  that  he  is 
depressed.  Suicide  risk  is  important  to  assess 
by  identifying  those  features  of  depression 
associated  with  high  suicide  rate,  particularly 
age,  sex  (men  are  more  likely  to  commit  suicide 
than  women),  and  availability  of  a means  for 
suicide. 

Brain  Tumor 

Headache  is  the  initial  symptom  in  only 
about  20%  of  patients  with  brain  tumor.  Head- 
ache is  more  likely  to  be  the  first  symptom  of 
tumors  below  the  tentorium  because  of  the 
increased  likelihood  of  their  obstructing  CSF 
flow.  Characteristically,  focal  neurological 
findings  are  evident  at  the  time  that  headache 
brings  the  patient  to  the  clinician.  Peculiar 
pain  patterns  include  severe  headache  and 
vomiting  that  is  positional,  especially  supine, 
which  are  characteristic  of  midline  brain 
tumors  in  the  area  of  the  third  and  fourth 
ventricle.  These  headaches  go  away  with  as- 
sumption of  another  position,  usually  prone. 

Cerebral  Hemorrhage 

Subarachnoid  hemorrhage,  which  pro- 
duces a characteristically  intense  headache  of 
sudden  onset,  is  caused  by  aneurysm  in  50%  of 
cases,  by  arteriovenous  malformation  (AVM) 
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in  10%,  and  by  hypertension  or  bleeding  dis- 
orders in  40%. 

In  80%  of  clinically  detected  cerebral  aneur- 
ysms, the  patient  presents  with  an  acute, 
devastating  neurological  deficit,  always  asso- 
ciated with  an  excruciating,  bursting  head- 
ache, classically  commencing  after  physical 
effort.  Spontaneous  rupture  of  an  intracranial 
aneurysm  results  in  a death  rate  exceeding 
50%  in  the  first  month. ^ 

About  20%  of  patients  have  a warning  before 
rupture,  as  the  aneurysm  expands  or  leaks. 
Expansion  of  the  aneurysm  of  the  internal 
carotid  artery  can  sometimes  cause  a third 
nerve  impingement,  associated  with  a dilated, 
non-reactive  pupil.  A small  leak  usually  pro- 
duces severe  and  prolonged  headaches  asso- 
ciated often  with  photophobia  and  neck  rigid- 
ity. These  usually  last  a few  hours,  but  may 
persist  for  days.  A patient  without  previous 
history  of  headache  who  presents  with  severe 
headache  of  abrupt  onset,  particularly  with 
photophobia  and  neck  rigidity,  should  be  con- 
sidered to  have  a leaking  aneurysm.  CT  scan 
and  subsequent  LP  may  be  life  saving. 

Arteriovenous  malformations  (AVM)  cause 
symptoms  at  a younger  age  than  cerebral 
aneurysm,  usually  between  ages  ten  and  40 
years,  as  compared  to  the  ages  of  30  to  65  years 
for  symptomatic  cerebral  aneurysm.  The  head- 
ache from  bleeding  from  an  AVM  is  similar  to 
that  from  cerebral  aneurysm,  but  the  mortal- 
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ity  is  slightly  less.  The  initial  manifestation  of 
an  AVM  in  about  10%  of  the  patients  is  recur- 
ring headaches  which  often  remain  localized 
to  the  area  of  malformation.  Patients  may 
have  a migraine-like  symptom  complex;  AVM 
should  be  suspected  in  recurrent  “migraine” 
when  the  patient  has  a seizure  or  constant 
focal  neurological  symptom  associated  with 
the  headache.  CT  is  usually  diagnostic.® 

Headache  is  a common  feature  of  chronic 
subdural  hematoma,  which  follows  mild  more 
often  than  severe  head  injury.  Subdural  hema- 
toma occurs  more  frequently  among  alcohol- 
ics, the  elderly,  and  those  receiving  anticoag- 
ulants. Subtle  mentation  problems  are  fol- 
lowed by  a worsening  level  of  consciousness. 
Hemiparesis  with  Babinski  sign  may  be  pres- 
ent. CT  scan  is  diagnostic. 

Pseudotumor  Cerebri 

Headache  is  the  most  common  presenting 
symptom  of  pseudotumor  cerebri.  It  is  often 
accompanied  by  transient  visual  changes  and 
papilledema.  This  disorder  of  intracranial  pres- 
sure regulation  is  characterized  by  normal 
cerebral  spinal  fluid  at  elevated  pressure 
(greater  than  200  mm  of  water). ^ The  classic 
patient  is  a young  obese  female,  frequently 
with  menstrual  irregularities.  The  headache  is 
characteristically  generalized,  worse  in  the 
morning  and  with  straining  and  coughing. 
Visual  field  deficits  may  be  severe  in  4%  to  12% 
of  patients.  Although  no  controlled  studies  of 
therapy  have  been  reported,  corticosteroids, 
and  serial  lumbar  punctures  may  help;  how- 
ever, evaluation  of  results  is  confounded  by 
' the  high  spontaneous  remission  rate. 

; CLUSTER  HEADACHE 

Dr.  Douglas  B.  Gersh 

Introduction 

Cluster  headache  represents  a variety  of 
vascular  headache  in  which  the  pain  is  uni- 
i lateral,  anterior,  and  described  as  intense  and 
brief,  occurring  repetitively,  often  several  times 
in  a day.  The  pain  is  usually  on  the  same  side 
during  each  cluster  period.  In  addition,  there 
I may  be  unilateral  redness  and  swelling  of  the 

cheek,  conjunctiva,  and  often,  rhinorrhea. 

; The  first  clinical  description  of  this  disorder 
1 was  made  by  Romberg  in  1840.  Since  then  the 
‘ syndrome  has  been  repeatedly  rediscovered 
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and  bears  a large  number  of  eponyms,  in- 
cluding migrainous  neuralgia  (Harris,  1926), 
histamine  cephalgia  of  Horton  (1952),^°  ery- 
thromelalgia  of  the  head,  angioparalytic  hemi- 
crania,  Sluder’s  syndrome  (1910),  Bing’s  syn- 
drome (1913),  ciliary  neuralgia  (1936),  Vidian 
neuralgia  (1932),  greater  superior  petrosal 
neuralgia  (1947),  and  cluster  headache  (Kun- 
kle,  1952).“ 

Clinical  Features 

Attacks  of  pain  are  unilateral.  The  pain  is 
described  as  constant,  of  high  intensity  with  a 
burning-boring  character  involving  the  eye 
and  temple,  lasting  usually  less  than  one  hour. 
The  pain  characteristically  awakens  the  pa- 
tient from  sleep;  episodes  of  pain  may  occur 
during  the  day  as  well.  Watering  of  the  eye, 
redness  of  the  conjunctiva,  rhinorrhea  and 
nasal  obstruction  may  be  present  in  various 
combinations.  During  and  just  after  an  attack 
of  pain  there  is  often  tenderness  to  palpation 
along  branches  of  the  external  and  common 
carotid  arteries.  The  period  of  a cluster  will 
usually  last  from  one  to  three  months,  with 
headaches  often  occurring  in  bursts  of  several 
headaches  per  day.  Each  cluster  will  usually 
stop  abruptly,  the  patient  often  remaining 
pain-free  for  months  and  sometimes  years. 
Episodes  of  cluster  headache  tend  to  be  some- 
what more  frequent  in  spring  and  fall.  The 
characteristic  precipitants  for  an  attack  of 
cluster  headaches  are  smoking,  alcohol,  and 
nitrates. 

There  are  two  major  clinical  forms  of  cluster 
headache:  episodic,  which  is  by  far  the  most 
common,  and  chronic.  Episodic  cluster  head- 
ache is  characterized  by  cluster  periods  alter- 
nating with  periods  of  remission.  Typically,  a 
cluster  period  will  last  six  to  eight  weeks,  fol- 
lowed by  a nine  to  12  month  remission.  In 
addition  to  the  common  precipitants  men- 
tioned above,  relaxation,  histamine,  high  alti- 
tude, excessive  napping,  and  REM  sleep  may 
precipitate  headaches.  Headaches  typically 
occur  one  to  three  times  per  day,  each  episode 
of  headache  lasting  approximately  45  min- 
utes, but  can  last  as  long  as  four  hours.  The 
pain  is  typically  oculotemporal  or  oculofron- 
tal, and  described  as  excruciating,  boring,  and, 
importantly,  non-throbbing.  It  is  common  to 
find  a Horner’s  syndrome  on  the  side  of  the 
headache.  Patients  will  stand  up  and  pace  or 
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rock  in  the  sitting  position;  this  characteristic 
behavior  clearly  distinguishes  patients  with 
cluster  from  those  with  migraine,  who  lie  still 
in  bed.  In  1969,  Graham  commented  on  the 
typical  faces  of  the  patient  with  cluster  head- 
ache, which  he  described  as  leonine,  consist- 
ing of  deep  furrows,  orange-peel  skin,  and  nar- 
row palpebral  fissures. It  has  also  been 
commented  on  that  patients  with  cluster  tend 
to  be  tall  males  who  drink  and  smoke  exces- 
sively, and  who  have  hazel  eyes.  Peptic  ulcers 
are  more  common  in  this  group,  and  it  is  not  at 
all  uncommon  to  find  females  with  cluster 
headaches  who  also  have  migraine  headaches. 
Cluster  headaches  may  occur  at  any  age,  but 
the  mean  age  is  around  30.  The  incidence  of 
cluster  headache  is  less  than  1%  of  population. 

By  definition,  chronic  cluster  headache 
means  that  there  are  no  remissions  for  12  or 
more  months,  and  in  this  group  the  frequency 
of  headache  is  increased.  These  patients  typi- 
cally are  refractory  to  the  usual  medications. 
About  50%  of  patients  with  chronic  cluster 
began  with  a chronic  form  of  disease;  that  is, 
primary  chronic  cluster  headache  as  opposed 
to  patients  whose  illness  began  with  the  epi- 
sodic form  of  cluster  which  later  became 
chronic.  The  distinction  between  primary  and 
secondary  cluster  is  not  an  important  one  from 
the  point  of  view  of  therapy.  Patients  with 
chronic  cluster  tend  to  be  somewhat  older  than 
those  with  episodic  cluster,  the  illness  usually 
beginning  in  the  40s.  There  is  a slight  dif- 
ference in  sex  ratio  between  chronic  and  epi- 
sodic forms.  The  male  to  female  ratio  is  6:1  in 
chronic  and  approximately  5:1  in  episodic 
forms.  The  most  effective  medication  in  the 
treatment  of  chronic  cluster  headache  is 
lithium.  Patients  with  chronic  cluster,  the  term 
first  used  in  1971  by  Ekbom,^^  are  typically 
less  responsive  to  prophylactic  medications, 
including  ergotamine,  methysergide  (Sansert, 
Sandoz),  and  steroids  than  are  patients  with 
episodic  cluster.  They  also  show  a great  ten- 
dency to  addiction. 

Two  other  forms  of  headache  are  similar  to 
cluster.  One,  a cluster  variant,  consists  of  pain 
which  occurs  in  multiple,  very  brief  jabs.  The 
pain  is  sharp  and  often  multifocal,  occurring 
in  brief  clusters  several  times  a day  and  often 
shifting  in  location.  The  duration  of  these 
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pains  is  atypical  for  cluster  headache.  In  addi- 
tion to  the  stabs  of  pain,  these  patients  often 
complain  of  a continuous  steady  or  throbbing 
headache.  About  80%  of  such  patients  will 
respond  to  indomethacin.  The  non-responders 
to  indomethacin  generally  do  well  with  tricyc- 
lic antidepressants. 

Another  rare  form  of  headache  is  chronic 
paroxysmal  hemicrania,  described  by  Sj  aastad 
in  1971.^^  It  consists  of  pain  which  is  strictly 
unilateral  without  nausea  or  vomiting.  The 
pain  is  very  brief,  lasting  ten  to  30  minutes 
each  time,  and  occurring  repetitively  16  to  18 
times  per  day.  The  pain  is  typically  temporal 
in  location  and  often  there  are  associated 
autonomic  symptoms  including  tearing,  con- 
junctival injection,  nasal  stuffiness,  rhinor- 
rhea,  and  a Horner’s  syndrome.  These  patients 
are  always  older  than  age  20,  usually  female, 
and  their  response  to  indomethacin  is  dra- 
matic. Patients  can  be  distinguished  from 
those  with  chronic  cluster  headache  because  of 
the  shorter  duration  and  greater  frequency  of 
their  headache  attacks,  typically  more  than  15 
per  day.  They  may  also  be  identified  because  of 
female  preponderance,  and  often  because  the 
pain  of  chronic  paroxysmal  hemicrania  is 
abolished  by  pregnancy.  The  response  to 
indomethacin  is  also  highly  characteristic. 

Differential  Diagnosis 

The  headaches  of  migraine  are  less  fre- 
quent, usually  one  to  three  per  month,  are 
longer  lasting,  usually  between  one  to  three 
days,  are  of  a far  more  gradual  onset,  and  are 
also  typically  throbbing.  The  pain  of  cluster  is 
described  as  steady  and  non-throbbing.  Pho- 
tophobia and  prodromes,  characteristic  of 
migraine,  do  not  occur  in  cluster.  In  women, 
there  is  very  often  a relationship  to  the  menses 
which  does  not  occur  in  cluster  headache. 

As  mentioned,  there  is  a characteristic  dif- 
ference in  behavior  in  these  two  groups  of 
headache  patients.  Cluster  headache  patients 
will  pace  about  the  room  during  their  period  of 
pain,  whereas  patients  with  migraine  will  lie 
still  in  bed.  Cluster  headache  is  usually  not 
associated  with  nausea  and  vomiting,  which  is 
common  in  migraine.  The  headache  in  mi- 
graine often  will  shift  sides,  whereas  an  epi- 
sode of  cluster  will  occur  on  the  same  side 
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throughout  the  course  of  a cluster  period, 
which  may  go  on  for  weeks  to  months.  Suc- 
ceeding periods  of  cluster  occurring  months  or 
years  later  may  involve  the  opposite  side. 

The  pain  of  trigeminal  neuralgia  involves  a 
different  distribution  and  there  are  no  trigger 
zones  in  patients  with  cluster  headache.  The 
male  to  female  ratio  is  1:1  and  patients  are 
usually  older.  The  pain  of  trigeminal  neural- 
gia usually  lasts  from  seconds  to  minutes 
rather  than  45  minutes  to  several  hours  and  is 
usually  not  nocturnal.  Patients  with  temporal 
arteritis  are  older  still,  and  about  half  will 
complain  of  an  aching  stiffness  involving  the 
shoulders  and  hip  girdle.  Their  headaches  are 
persistent  but  often  wax  and  wane  throughout 
the  course  of  the  day,  are  unilateral,  and  are 
often  described  as  a severe  burning  or  throb- 
bing. There  is  usually  a firm  tender  tortous 
superior  temporal  artery  and  there  may  be 
claudication  on  chewing,  as  well  as  an  ele- 
vated sedimentation  rate. 

The  headache  of  pheochromocytoma  is  asso- 
ciated with  paroxysmal  hypertension  as  well 
as  tachycardia,  pallor,  and  diaphoresis,  and 
the  headache  often  begins  during  periods  of 
exertion.  The  pain  is  typically  bilateral,  throb- 
bing, occipital,  and  lasts  less  than  an  hour.  It 
may  also  occur  with  a frequency  of  once  a day 
to  once  a month. 

Raeder’s  paratrigeminal  syndrome  is  asso- 
ciated with  pericarotid  inflammation;  the  pain 
in  that  disorder  is  far  more  persistent,  lasting 
continuously  for  weeks  to  months.  Raeder’s 
paratrigeminal  syndrome  may  also  be  as- 
sociated with  a partial  Horner’s  syndrome 
without  anhidrosis. 

The  etiology  of  cluster  headache  remains 
unknown.  The  illness  is  not  familial.  There  are 
several  theories  of  causation.  Horton  believed 
that  external  carotid  dilatation  occurred  in 
response  to  increased  blood  histamine,  and 
considered  as  proof  the  fact  that  a headache 
similar  to  cluster  can  be  precipitated  in  some 
subjects  by  parenteral  injection  of  histamine.^'’ 
For  a time  it  was  commonplace  to  treat  cluster 
headaches  by  attempting  to  desensitize 
patients  to  histamine  with  repeated  injections, 
but  in  general  such  treatments  were  not  found 
to  be  beneficial.  In  1977  Horton  found  an 
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increase  in  intraocular  pressure  during  a clus- 
ter headache  and  thought  that  the  occurrence 
of  pain  around  the  eye  might  be  due  to 
intraocular  vasodilatation.  It  has  also  been 
speculated  that  smoking  may  oversensitize 
the  sphenopalatine  ganglion  and  continued 
smoking  therefore  triggers  episodes  of  cluster. 
A standard  part  of  the  treatment  of  cluster 
headaches  consists  of  cautioning  patients  not 
to  smoke.  The  cyclical  nature  of  the  illness 
remains  a mystery;  some  have  speculated  that 
there  is  a dysfunction  of  the  hypothalamus, 
but  convincing  evidence  for  this  is  lacking. 

Therapy 

In  general,  patients  with  cluster  headache 
should  be  advised  to  avoid  taking  daytime 
naps,  to  completely  abstain  from  alcohol,  to 
stop  smoking,  and  insofar  as  possible  to 
remain  calm,  since  headaches  often  occur 
during  the  period  of  relaxation  following 
strong  emotions. 

For  patients  with  episodic  cluster  headache, 
ergotamine  tartrate  is  probably  the  treatment 
of  choice.  If  headaches  occur  during  sleep  a 
daily  dose  of  ergotamine  at  bedtime  may 
provide  highly  effective  prophylaxis.  If  an 
attack  of  pain  occurs  during  the  day,  prompt 
administration  of  ergotamine,  usually  in  the 
sublingual  form,  is  helpful.  Cyproheptadine 
(Periactin,  Merck  Sharp  & Dohme),  up  to  8 mg 
a day,  often  given  in  a single  daily  dose  at 
bedtime  may  be  effective.  Prednisone  or  other 
steroids  may  be  helpful  for  between  50%  to  75% 
of  patients,  but  headaches  tend  to  recur  when 
the  steroids  are  tapered  or  stopped.  Steroids 
have  been  found  to  be  especially  helpful  in 
patients  between  the  ages  of  30  and  45.  There  is 
no  standard  dosage,  but  40  mg  a day  for  five 
days  is  about  average,  with  a gradual  tapering 
over  three  weeks.  Steroids  are  ineffective  in 
about  40%  of  patients  with  chronic  cluster 
headaches.  Short  courses  of  methysergide 
(Sansert,  Sandoz),  2 mg  tid  is  often  helpful,  but 
typically  more  often  in  patients  under  age  30. 
Sansert  also  tends  to  be  less  effective  when 
used  in  subsequent  cluster  episodes.  In  patients 
who  have  become  refractory  to  Sansert,  ster- 
oids should  be  tried.  Oxygen  inhalation,  given 
as  100%  Og  seven  liters  by  mask  for  15  minutes, 
is  effective  for  between  70%  to  80%  of  patients. 
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In  general,  a combination  of  medications  in 
the  treatment  of  episodic  cluster  is  more 
effective  than  one  medication  used  alone.  The 
most  effective  medication  in  the  treatment  of 
chronic  cluster  headache  is  lithium,  usually 
used  in  a dose  of  300  mg  tid.  Common  side 
effects  include  tremor,  lethargy,  and  nausea. 
Lithium  may  also  be  used  in  patients  with 
episodic  cluster  who  are  over  45  and  refractory 
to  other  forms  of  treatment.  When  lithium  is 
used,  the  blood  level  should  be  kept  under  1.2 
mg/dl.  Preliminary  reports  on  calcium  chan- 
nel blockers  suggest  that  they  are  effective  for 
cluster  headache  and  may  in  time  become  the 
drugs  of  choice. 

In  general,  there  is  little  place  for  surgery  m 
the  management  of  cluster  headache.  Some 
have  advocated  sectioning  of  the  greater  super- 
ficial petrosal  nerve.  In  a group  of  26  patients 
treated  in  this  way,  about  one-third  were  dra- 
matically better  and  there  was  some  im- 
provement in  another  one-third. Relapses  of 
pain  after  a period  of  time  were  common.  In 
patients  with  chronic  cluster  headache,  local 
infiltration  of  the  sphenopalatine  ganglion 
with  xylocaine  two  to  three  times  a week  may 
be  helpful.  It  it  helps,  consideration  may  be 
given  to  destruction  of  the  sphenopalatine 
ganglion  by  cryotherapy. 


SUMMARY 

Dr.  Herbert  J.  Keating,  III 

We  have  presented  a case  of  classical  cluster 
headache  to  initiate  a discussion  of  the  clinical 
characteristics  of  those  uncommon  forms  of 
headache  that  pose  the  most  severe  threat  to 
our  patients.  Dr.  Gersh  concluded  with  a de- 
tailed discussion  of  cluster  headache. 
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REPAIR  OF  PECTUS  EXCAVATUM 
EMPLOYING  INTERNAL  STEINMANN  PIN 
STRUT  TECHNIQUE 


Allen  L.  Davies,  M.D. 


Introduction 

The  currently  preferred  surgical  manage- 
ment of  pectus  excavatum  employs  the  tech- 
nique described  in  1947  by  Ravitch,  or  a varia- 
tion of  it,  for  definitive  correction  of  pectus 
deformities.^'^  In  most  cases,  however,  internal 
fixation  is  necessary  for  stabilization  of  the 
sternum  and  chest  wall  until  healing  pro- 
gresses enough  to  obviate  respiratory  distress 
in  the  postoperative  phase.  The  fixation  struts 
used  in  the  past  have  been  bulky  and  often 
involved  extended  procedures  for  their  remov- 
al, causing  marked  scarring  of  the  chest  wall 
in  the  process.  In  an  effort  to  minimize  some  of 
these  drawbacks,  we  have  used  a simple  pro- 
cedure utilizing  a single  Steinmann  pin  for 
internal  fixation,  which  can  be  easily  removed 
on  an  outpatient  basis  with  minimal  scarring 
and  trauma. 

Dr.  Davies  is  a thoracic  surgeon  practicing  in  Wilmington.  He  is  chief  of  the 
section  of  cardiovascular  and  thoracic  surgery  of  The  Medical  Center  of 
Delaware,  chief  of  thoracic  surgery  at  St.  Francis  Hospital.  Wilmington, 
consultant  thoracic  surgeon  at  the  A. I.  duPont  Institute,  Wilmington,  and 
clinical  professor  of  surgery  at  the  Jefferson  Medical  College  of 
Philadelphia. 
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Materials  And  Methods 

The  records  of  all  patients  operated  upon  by 
this  author  at  the  Alfred  I.  duPont  Institute 
and  The  Medical  Center  of  Delaware  from 
January  30,  1982  through  June  30,  1985  were 
reviewed;  therefore,  follow-up  has  been  at 
least  one  year  in  all  cases.  Of  this  group,  20 
patients  with  severe  pectus  deformities  were 
repaired  surgically,  employing  the  Steinmann 
pin  strut  technique,  as  shown  in  Figure  1. 
There  were  14  boys  and  six  girls  ranging  in 
age  from  four  to  16  years  at  the  time  of  repair. 
Cosmetic  and  psychological  considerations 
were  paramount  in  the  decision  for  surgical 
correction  in  all  cases. 


Operative  Procedure 

All  patients  received  intravenous  oxacillin 
in  appropriate  doses  preoperatively,  periopera- 
tively,  and  postoperatively  for  two  days.  The 
patient  was  placed  in  a supine  position  with 
the  arms  at  the  sides.  A Betadine  scrub  and 
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FIGURE  1 

A five  year  old  boy  with  typical  preopera- 
tive appearance.  Note  the  poor  posture, 
typical  of  these  patients. 

prep  was  used,  encompassing  the  cervical  area 
to  below  the  umbilicus,  and  to  the  arms 
laterally  so  as  to  be  able  to  view  the  entire 
anterior  torso.  A midline  sternal  incision  from 
the  angle  of  Louis  to  just  below  the  xiphoid 
cartilage  was  made.  Hemostasis  was  con- 
trolled with  electrocautery.  The  pectoralis  mus- 
cles were  elevated  from  their  sternal  and 
costal  cartilage  insertions  much  like  a full 
thickness  chest  wall  muscle  flap,  thus  ex- 
posing the  deformed  costal  cartilage  and  “tied 
down”  sternum.  The  costal  cartilages,  usually 
three  to  ten,  were  removed  in  their  entirety, 
using  a subperichondrial  technique.  The 
xiphoid  was  freed  from  the  linea  alba  and 
resected,  thus  elevating  the  entire  sternum.  In 
most  cases  it  was  necessary  to  transect  the 
lower  costal  neurovascular  bundles  to  get  good 
mobility  of  the  sternum.  A transverse  osteo- 
tomy of  the  posterior  table  of  the  sternum  at 
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the  level  of  the  second  or  third  costal  cartilage 
was  performed  and  the  sternum  then  elevated 
by  manual  traction  into  an  overcorrected  posi- 
tion. At  this  point,  a Steinmann  pin,  usually 
1/8  inch,  was  selected  and  cut  so  as  to  lie  in  the 
bed  of  the  fourth  rib  anteriorly.  The  pin  was 
bent  at  right  angles  on  both  ends  with  the  bent 
end  approximately  1/4  inch  in  length.  Appro- 
priate holes  were  drilled  carefully  in  the  ante- 
rior ends  of  the  fourth  ribs  bilaterally.  The  pin 
was  placed  behind  the  sternum  and  fixed  into 
position  by  forcing  the  right  angle  bent  end 
into  the  pre-drilled  hole  in  the  ribs.  No  further 
fixation  was  needed  as  long  as  the  pin  was  fit 
carefully  and  snugly  into  the  predrilled  holes 
in  the  rib  ends.  The  position  of  the  pin  is  seen 
in  Figure  2. 


FIGURE  2 

Schematic  diagram  showing  the  substernal 
position  of  the  Steinmann  pin  and  the  rib 
notches. 
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Following  satisfactory  fitting  of  the  pin,  the 
area  was  irrigated  with  sterile  water  and 
hemostasis  obtained.  A small  Jackson-Pratt 
drain  was  placed  behind  the  sternum  in  the 
presternal  space  and  exited  via  small  stab 
wounds  below  the  incision,  Figure  3.  The  linea 
alba  was  then  attached  to  the  lower  sternum 
with  several  interrupted  sutures  of  0 Dexon. 
The  skin  was  closed  with  a subcuticular  suture 
of  4 O Dexon  and  steristrips.  Average  operat- 
ing time  was  two  hours  and  fifteen  minutes. 

Seventeen  of  the  patients  have  had  their  pin 
removed.  This  was  done  on  an  outpatient 
basis.  The  patient  was  anesthetised  and  an 
endotracheal  tube  placed.  Utilizing  fluoro- 
scopic guidance,  the  ends  of  the  pin  were 
located.  A .5  cm  incision  was  made  over  the 
ends  of  the  pin  which  were  then  grasped  with 
heavy  hemostats  and  dislodged  from  the  rib. 


FIGURES 

A typical  postoperative  x-ray  showing  the 
Steinmann  pin  strut  in  position.  Note  the 
drain  in  the  substernal  space. 


FIGURE  4 

Five  year  old  boy  with  typical  postoperative 
appearance  at  six  months.  Compare  excel- 
lent posture,  and  self-confident  appearance 
with  preoperative  appearance  displayed  in 
Figure  1. 


The  pin  was  then  easily  removed  by  pulling  it 
through  from  the  opposite  side.  The  wounds 
were  closed  with  subcuticular  sutures  and 
steristrips.  The  patients  were  then  sent  home 
two  to  three  hours  after  recovery  from  the 
anesthesia. 

Results 

No  complications  occurred  in  this  series  of 
20  patients.  No  blood  transfusions  were 
needed,  either  intraoperatively  or  postoper- 
atively.  No  pulmonary  complications  were 
noted  in  the  postoperative  period.  There  was 
no  incidence  of  pneumothorax  and  no  in- 
fections occurred.  Drains  were  removed  on  the 
second  or  third  postoperative  day.  Average 
length  of  postoperative  stay  was  four  days, 
with  a range  of  three  to  seven  days. 
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In  all  cases,  the  patient  and  family  were 
satisfied  with  the  results,  Figure  4.  In  answer 
to  the  question,  “Would  you  undergo  this 
surgery  again?”  all  patients  answered  “Yes.” 

Discussion 

This  series  demonstrates  a simple  method  of 
internal  fixation  in  pectus  excavatum  repair. 
The  fact  that  no  complications  occurred  was 
significant.  The  factors  involved  were  con- 
trollable and  include  the  following  points. 

The  most  opportune  time  for  repair  is  from 
five  to  eight  years  of  age,  from  the  standpoint 
of  anesthesia  management,  and  attitude 
toward  surgery.  Mobilization  postoperatively 
and  cooperation  was  excellent  in  patients  in 
this  age  group.  Perioperative  antibiotics,  metic- 
ulous surgical  technique  and  hemostasis,  and 
closed  drainage  systems  are  basic  factors 
which  lead  to  successful  repairs.  The  simple 
method  of  removal  of  the  strut  on  an  out- 
patient basis  is  important  in  the  overall  plan 
of  treatment.  We  feel  that  long  term  use  of  the 
strut  is  not  necessary  in  preventing  recur- 
rence, as  the  chest  wall  matures  and  attempts 
to  “tie  down”  the  lower  sternum.  Because  of 
this,  we  have  now  removed  all  but  three  struts 
in  this  series  and  these  patients  are  now  sched- 
uled for  strut  removal.  We  now  feel  that  the 
struts  can  be  removed  after  two  months  with 
no  fear  of  recurrence. 
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PROPHYLACTIC  ANTIBIOTICS  IN  THE 
TREATMENT  OF  FRACTURES  AT  THE  BASE  OF 
THE  SKULL 


Hafez  Ali  K.  Zrebeet,  M.D. 
Peter  S.  Huang,  M.D. 


Introduction 

In  an  attempt  to  answer  the  question  of 
whether  antibiotics  should  be  used  prophy- 
lactically  to  prevent  meningitis  in  patients 
with  basilar  skull  fractures,  we  reviewed  the 
records  of  42  patients  treated  with  and  without 
antibiotics.^  ^ These  patients  were  seen  at  The 
Medical  Center  of  Delaware  from  1981  through 
1984. 

Patient  Material 

Twenty-eight  patients  were  treated  prophy- 
lactically  with  various  antibiotics,  including 
penicillins,  cephalosporins,  aminoglycosides, 
and  clindamycin,  individually  or  in  com- 
binations, for  an  average  period  of  8.2  days. 
The  antibiotics  were  administered  intraven- 
ously for  three  to  four  days  in  most  cases,  then 
orally  if  the  patient’s  clinical  condition 
permitted.  Of  the  28  patients  in  this  group,  17 
were  treated  prophy tactically  with  nafcillin 
sodium,  (Nafcil,  Bristol),  three  with  cefotaxime 

Dr.  Zrebeet,  formerly  a Fellow  in  Neurosurgery  at  The  Medical  Center  of 
Delaware,  is  currently  a Research  Fellow  at  the  Baltimore  Shock  Trauma 
Center,  Baltimore. 

Dr.  Huang  is  a neurosurgeon  practicing  in  Wilmington.  He  is  currently 
Section  Chief  of  Neurosurgery  at  The  Medical  Center  of  Delaware,  and  a 
consulting  neurosurgeon  at  St.  Francis  Hospital,  Wilmington,  and  Milford 
Memorial  Hospital,  Milford.  Dr.  Huang  is  also  Clinical  Associate  Professor 
of  Neurosurgery  at  Thomas  Jefferson  University  School  of  Medicine, 
Philadelphia. 
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sodium  (Claforan,  Hoechst-Roussel),  two  with 
cephalothin  sodium  (Keflin,  Lilly),  two  with 
cefazolin  (Ancef,  Smith,  Kline  & French),  and 
the  remaining  four  patients  with  other  anti- 
biotics or  various  combinations.  For  six 
patients  with  basilar  skull  fracture  who  were 
prescribed  antibiotics  for  reasons  other  than 
their  fractures,  chemoprophylaxis  were  ex- 
cluded from  the  treated  group  in  the  com- 
parative analysis. 

The  other  group  of  14  patients  with  basilar 
skull  fractures  were  not  treated  prophy- 
lactically  with  antibiotics,  but  were  observed 
closely  for  any  signs  of  meningitis.  When 
fever,  stiff  neck,  or  deterioration  of  neuro- 
logical status  ensued,  a lumbar  puncture  was 
performed. 

Table  1 shows  the  characteristics  of  the  42 
patients  studied,  the  mean  duration  of 
therapy,  and  the  mortality  rate. 

Criteria  used  for  the  diagnosis  of  fractures  at 
the  base  of  the  skull  included  rhinorrhea, 
otorrhea,  blood  behind  the  tympanic  mem- 
brane, ruptured  eardrum  with  blood  in  the 
external  auditory  canal,  hearing  loss,  or  radio- 
logic  confirmation  of  fracture.  Table  2.  The 
diagnosis  of  cerebrospinal  fluid  leak  in  the 
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TABLE  1 

CHARACTERISTICS  OF  THE  FORTY-TWO  PATIENTS  STUDIED 
MEAN  DURATION  OF  THERAPY,  AND  MORTALITY 


GROUP  1 

GROUP  II 

(28  T reated 

(14  Untreated 

TOTAL 

Patients) 

Patients) 

No. 

% 

No. 

% 

No. 

% 

1.  Number  of  patients 

28 

66.6 

14 

33.3 

42 

100 

2.  Males 

19 

67.9 

9 

64.3 

28 

66.6 

3.  Females 

9 

32.1 

5 

35.7 

4.  Mean  age  (range) 

29.75  (1-65) 

21.5 

(1-75) 

27 

(1-75) 

5.  Cause  of  BSF* 

MVA** 

13 

46.4 

3 

21.4 

16 

38.0 

Fall 

7 

25.0 

7 

50.0 

14 

33.0 

Others 

8 

28.6 

4 

28.6 

12 

28.6 

6.  Status  of  patient 

In  Glascow  Coma 
Score  (CSF) 

GCS  13-15 

13 

46.4 

12 

85.7 

25 

59.5 

GCS  10-12 

6 

21.4 

— 

6 

14.2 

GCS  7-9 

4 

14.2 

.. 

-= 

4 

9.5 

GCS  3-6 

5 

17.2 

2 

14.2 

7 

16.6 

7.  Therapy:  Mean 

duration  of  anti- 
biotic prophylaxis 

8.2 

days 

— — 

— - 

8.  Mortality 

3 

10.7 

2 

14.2 

5 

11.9 

*BSF  - Basilar  skull  fracture 
**MVA  - Motor  vehicle  accident 
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form  of  rhinorrhea  or  otorrhea  was  substan- 
tiated by  Testape  that  the  fluid  contained 
glucose,  and  by  observation  of  positive  re- 
sponse to  the  ring  test  for  cerebrospinal  fluid. 

As  indicated  in  Table  2,  the  radiologic 
evidence  of  a fracture  at  the  base  of  the  skull 
was  seen  in  30  of  the  42  patients  (71.4%)  with 
the  same  incidence  in  both  groups,  and  was  of 
no  great  value  in  predicting  whether  or  not  a 
cerebrospinal  fluid  leak  would  ensue.  In  order 
to  verify  that  the  treated  versus  the  untreated 
groups  are  comparable,  the  variables  that 
might  have  contributed  to  the  overall  severity 
of  illness  were  statistically  analyzed.  Table  3 
lists  those  variables. 


We  found  that  statistically  significant 
differences  occurred  in  four  areas.  In  the 
treated  group,  there  were:  a greater  number  of 
patients  with  CNS  operations;  a greater  num- 
ber of  facial  fractures;  and  a greater  number  of 
extraneurological  infections.  In  the  non- 
treated  group  statistically,  there  was  a sig- 
nificantly greater  number  of  linear  skull 
fractures.  The  overall  severity  of  illness  in  the 
two  groups  was  comparable  in  the  areas 
analyzed,  with  the  treated  group  being  at 
somewhat  greater  risk  overall.  The  mortality 
rate  showed  no  significant  difference:  the 
treated  group  was  10.7%,  while  the  untreated 
group  was  14%. 


TABLE  2 

CRITERIA  FOR  BASILAR  SKULL  FRACTURE* 

CRITERIA  GROUP  I GROUP  II 

for  (28  Treated  (14  Untreated  TOTAL 


DIAGNOSIS 

Patients) 
No.  % 

Patients) 
No.  % 

No. 

% 

1.  Rhinorrhea 

8 

28.6 

3 

21.4 

11 

26.1 

2.  Otorrhea 

18 

64.0 

7 

50.0 

25 

59.5 

3.  Hemotympanum 

12 

43.0 

11 

78.6 

23 

54.8 

4.  Perforated  eardrum 
with  blood  in  the 
canal 

5 

18.0 

3 

21.4 

8 

19.0 

5.  Impaired  hearing 

4 

14.3 

2 

14.3 

6 

19.3 

6.  Radiological  con- 
firmation 

20 

71.0 

10 

71.0 

30 

71.0 

*The  majority  of  patients  had  evidence  of  more  than  one  basilar  skull  fracture. 
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TABLE  3 

SEVERITY  OF  ILLNESS* 

GROUP  I GROUP  II 


ILLNESS  (28  Treated  (14  Untreated  TOTAL 


Patients) 
No.  % 

Patients) 
No.  % 

No. 

% 

1 . Unconscious  more  than 
24  hours 

7 

25 

2 

14.3 

9 

21.5 

2.  Decerebration 

3 

10.7 

1 

7.1 

4 

9.5 

3.  Linear  skuli  fracture 

9 

32.1 

9 

64.3 

18 

42.9 

4.  Decompressed  skuii 
fracture 

3 

10.7 

— 

— 

3 

7.1 

5.  Compound  depressed 
skuli  fracture 

4 

14.3 

1 

7.1 

5 

11.9 

6.  Muitipie  other 
fractures 

9 

32.1 

3 

21.4 

12 

28.6 

7.  Major  non-centrai 
nervous  system 
injuries 

4 

14.3 

1 

7.1 

5 

11.9 

8.  Focal  deficits 

12 

42.9 

5 

35.7 

17 

40.5 

9.  Hemotympanum 
Centrai  nervous 
system  operations 

8 

28.6 

1 

7.1 

9 

21.0 

10.  Tracheostomy 

2 

7.1 

- 

— 

2 

4.8 

11.  Infections: 
- CNS 

2 

7.1 

1 

7.1 

3 

7.1 

- Others 

6 

21.4 

6 

14.3 

*Severity  of  illness  was  evaluated  72  hours  after  admission. 
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TABLE  4 

DATA  ON  THE  THREE  PATIENTS  WHO  DEVELOPED  MENINGITIS 


Patient  1 

Patient  2 

Patient  3 

Group 

Treated 

Treated 

Untreated 

Sex 

White  female 

White  male 

White  male 

Age  (years) 

44 

24 

22 

GCS*  on  admission 

15 

12 

15 

Antibiotics  used 
prior  to  meningitis 

Ancef. 

(cefazolin) 

Nafcillin 

— 

Day  of  onset  after 

trauma 

16th  day 

9th  day 

6th  day 

Meningismus 

+ 

+ 

+ 

Spinal  fluid 

WBC 

1.700 

300 

1 1 .032 

Polyps 

94 

87 

78 

Lymph 

6 

11 

2 

RBC 

32 

413 

140 

Protein 

153 

151 

378 

Glucose 

15 

41 

21 

CSF**  appearance 

Xanthochromic 

Cloudy, 

Xanthochromic 

Xanthochromic 

Organism 

H.  Influenza 

Influenza 

Pneumococcus 

Antibiotics  used 

Chloramphenicol 

Moxalactum 

Chloramphenicol 

after  diagnosis 

Bactrim 

Chloramphenicol 

Outcome 

Good 

Fair 

Died  from 
Meningitis 

*GCS  - Glascow  Coma  Score 
**CSF  - Cerebrospinal  fluid 
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Results 

In  the  group  of  28  patients  treated  prophylac- 
tically  with  antibiotics,  there  were  two  patients 
with  meningitis,  both  of  whom  survived.  In 
both.  Hemophilus  influenza  was  isolated. 
This  organism  proved  to  be  insensitive  to  the 
prophylactic  antibiotics  used.  When  antibio- 
tics to  which  the  organisms  were  sensitive 
were  introduced,  the  meningitis  gradually  re- 
solved in  both  patients.  Another  eight  patients 
in  this  group  developed  various  types  of  extra- 
neurological  infections,  four  with  various  types 
of  pulmonary  infection,  two  with  urinary  tract 
infection,  and  one  each  with  otitis  media  and 
wound  infection. 

Table  4 shows  pertinent  data  on  the  three 
patients  in  the  series  who  developed  men- 
ingitis. Of  the  42  patients  in  the  study,  two  of 
the  28  prophylactically  treated  patients  de- 
veloped meningitis  which  they  survived,  and 
one  of  the  14  untreated  patients  developed  a 
fulminant  fatal  meningitis.  The  organism  in 
this  patient  was  pneumococcus  Type  6,  which 
did  not  respond  to  aggressive  antibiotic 
therapy. 


Although  no  extraneurological  infections 
were  evident  in  this  group  as  indicated  in 
Table  5,  a 28.6%  incidence  was  evident  in  the 
treated  group.  The  rate  of  CNS  infection,  at 
7.1%,  was  the  same  for  both  groups. 

Discussion 

In  1940,  Gissane  and  Rank  reported  a case  of 
traumatic  spinal  fluid  fistula  which  dated 
back  to  the  Middle  Ages.®  In  1826,  Charles 
Miller  reported  the  first  case  in  the  English 
literature,®  and  in  1926,  Walter  Dandy  diag- 
nosed and  successfully  repaired  a post- 
traumatic  dural  laceration  secondary  to  a 
basilar  skull  fracture."^ 

Fractures  at  the  base  of  the  skull  represent 
about  2%  to  10%  of  all  head  injuries.®’^ 
Meningitis  has  been  reported  in  injuries  to  the 
head  and  face  in  5%  to  25%;  about  the  same 
rate  has  been  reported  for  meningitis  after 
cerebrospinal  fluid  fistula  in  a large  retro- 
spective series,  with  and  without  chemo- 
therapy.®’^ In  one  retrospective  study,  the 
incidence  was  16%  in  treated  patients,  and  3% 
in  those  untreated.® 


TABLE  5 

CENTRAL  NERVOUS  SYSTEM  AND  NON-CENTRAL 
NERVOUS  SYSTEM  INFECTIONS 


1.  No  infection 

2.  CNS  infection 

3.  Pulmonary  infections 

4.  Urinary  tract  in- 

fections 


GROUP  I 
(28  T reated 
PATIENTS) 

18  (64.3%) 

2 (7.1%) 

4 

2 


5.  Otitis  media  1 

6.  Wound  infection  1 


GROUP  II 
(14  Untreated 
PATIENTS) 

13  (92.9%) 

1 (7.1%) 
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In  our  series  of  patients,  we  found  an 
incidence  of  meningitis  of  7.1%  in  both  treated 
and  untreated  patients.  In  the  Appelbaum 
series  of  91  cases  of  meningitis  following 
trauma  to  the  head  and  face,  the  majority  of 
cases  occurred  within  two  weeks  of  the  trauma; 
pneumococcus  was  the  etiologic  agent  in  50% 
of  the  cases. In  our  series,  meningitis 
occurred  16  days  after  trauma  in  the  first 
patient,  and  five  days  after  trauma  in  the 
second  in  the  prophylactically  treated  group. 
In  the  single  case  in  the  untreated  group, 
meningitis  occurred  six  days  after  trauma. 
Hemophilus  influenza  was  the  causative  agent 
in  the  first  two,  and  pneumococcus  Type  6 in 
the  third.  Table  4.  All  of  our  patients  with 
meningitis  had  both  rhinorrhea  and  bilateral 
otorrhea.  Table  6.  Cranio- aural  cerebrospinal 
fluid  fistula  was  more  common  than  cranio- 
nasal  fistula  in  most  reviewed  series. 
However,  rhinorrhea  tends  to  persist  longer 
and  carries  a greater  risk  of  meningitis. 


Repair  of  the  dura  for  cerebrospinal  fluid 
fistula  has  been  recommended  in  all  patients, 
but  especially  in  those  with  frontal  sinus 
involvement  and  rhinorrhea.  Others  have 
suggested  repair  of  the  defect  only  if  the 
cerebrospinal  fluid  leak  does  not  stop  within 
seven  to  14  days  after  trauma.^^-^®  However,  the 
site  of  cerebrospinal  fluid  drainage  from  the 
nose  may  be  difficult  to  locate,  as  the  leak  may 
be  from  the  anterior,  middle,  or  cerebellar 
fossa.  It  is  seldom  necessary  to  operate  for 
spinal  fluid  drainage  from  an  ear.^® 

Theoretically,  “prophylactic”  antibiotics  in 
basilar  skull  fractures  are  given  for  treatment 
of  cerebrospinal  fluid  contamination  by  po- 
tentially pathogenic  organisms  in  the  naso- 
pharynx, nasal  sinuses,  or  external  auditory 
canal,  the  major  difference  being  the  presence 
of  staphylococcus,  hemophilus  influenza,  and 
pneumococcus  in  the  nasopharynx. 


TABLE  6 

INCIDENCE  OF  CEREBROSPINAL  FLUID  FISTULA  AND  MENINGITIS 


GROUP  I 

(28  Treated  Patients) 


GROUP  II 

(14  Untreated  Patients) 


i 


No. 

% 

Menin- 

gitis 

% 

No. 

% 

Menin- 

gitis 

% 

Otorrhea 

only 

13 

46.4 

— 

— 

5 

35.7 

— 

— 

Rhinorrhea 

only 

2 

7.1 

— 

— 

1 

7.1 

— 

— 

Otorrhea  plus 

Rhinorrhea 

6 

21.4 

2 

7.1 

2 

14.2 

1 

7.1 

No  leak 

7 

25.0 

— 

— 

6 

42.9 

— 

— 

TOTAL 

28 

100 

2 

7.1 

14 

100 

1 

7.1 
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In  our  series  of  28  patients  who  received 
prophylactic  antibiotics,  we  found  a tendency 
toward  an  increased  incidence  of  non-central 
nervous  system  infection,  compared  with  no 
incidence  in  the  untreated  patients. 

Conclusions 

Our  analysis  o f 42  cases  does  not  support  the 
use  of  chemoprophylaxis  in  the  treatment  of 
fractures  at  the  hase  of  the  skull.  Maintaining 
constant  vigil  for  meningitis  and  initiation  of 
appropriate  treatment  should  infection  de- 
velop, seems  the  best  therapeutic  plan.  In 
patients  with  cerebrospinal  fluid  leak  through 
the  nose,  where  the  potential  for  more  aggres- 
sive micro-organisms  exists  (in  our  case  a type 
6 pneumococcus),  treatment  to  eliminate  these 
organisms  may  be  reasonable.  If  meningitis 
does  develop,  it  may  be  less  fulminant  and 
more  treatable. 
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Alcoholic  liver  disease.  The  arrow  denotes  a ground-glass  hepatocyte  containing  HBsAg. 
Contributed  by  Patrick  F.  Ashley,  M.D.  and  Donald  Russell. 


Del  Med  Jrl,  November  1986— Vol.  58,  No.  11 


751 


1&^JI 

1 j 

>•••  •• 

ARE  YOU  TIRED  OF 
TRYING  TO  WORK  AROUND 
YOUR  STORAGE  PROBLEM? 


Dealing  with  the  day-to-day  pressures  of  business  is 
hard  enough  without  feeling  boxed  in  by  old  records. 

Security  Archives  offers  you  a Records  Manage- 
ment Program  that  allows  you  to  use  all  your  files 
more  efficiently  while  saving  you  valuable  office 
floor  space.  And  our  state-of-the-art,  computerized, 
inventory /retrieval  system  is  cross-referenced  to 
assure  you  fast,  easy  and  convenient  access  to 
your  records  whenever  you  need  them. 

Keeping  your  old  records  at  Security 
also  protects  your  important  business 


documents  from  theft,  fire  and  accidental  loss. 
Security  will  even  pick  up  your  files  and  deliver 
them  to  you.  And,  if  you  have  an  established 
retention  schedule,  we  have  a record  destruction 
service  as  well. 

For  more  information  on  how  Security  Archives 
and  Storage  Company  can  help  you  save  space,  ef- 
ar\00(l/7/7  expense,  contact  Jamie  Hatfield  at 

302-652-3261.  She’ll  be  happy  to  tell  you 
‘ how  you  can  get  more  work  space  in 

your  work  place. 


Sixteenth  and  Market  Streets,  Wilmington,  Delaware  19801 


Letters  To  The  Editor 


I 

i 


I 


USE  SIGMOIDOSCOPE,  PLEASE 


/ 

I In  the  President’s  Page  in  the  September, 
j 1986  issue  of  the  Delaware  Medical  Journal, 
j Dr.  John  Benge  made  this  statement:  “The 
I current  recommendation  is  for  yearly  colon- 
I oscopy  for  everyone  over  35  years  of  age.” 

j This  is  not  a correct  statement.  The  current 
I recommendations  accepted  by  the  American 
I Cancer  Society  are  for  sigmoidoscopy  to  be 
i done  on  all  individuals  over  the  age  of  50 
(although  many  physicians  favor  age  40).  Two 
negative  sigmoidoscopies  one  year  apart  are  to 
be  followed  by  a sigmoidoscopy  at  three  to  five 
year  intervals.  Individuals  at  high  risk  may 
need  more  frequent  examinations.  Colon- 
: oscopy  is  reserved  for  those  individuals  with 

indicators  such  as  occult  or  overt  blood  in  the 


stool,  an  abnormal  barium  enema,  or  those  at 
high  risk  for  cancer  of  the  bowel. 

No  one  to  my  knowledge  at  the  present  time 
recommends  yearly  colonoscopy  for  all.  Even 
in  patients  with  known  adenomatous  polyps, 
colonoscopy  is  done  at  three  year  intervals 
after  the  colon  is  cleared,  for  new  or  missed 
polyps  one  year  after  the  index  exam. 

Alfred  Lazarus,  M.D. 

Chief,  Section  of  Gastroenterology 
The  Medical  Center  of  Delaware 
Chief,  Department  of  Medicine 
Section  of  Gastroenterology 
St.  Francis  Hospital 
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Your  patient  had  a routine  CBC  and 
Chemistry  Profile  drawn  at  8:30  a.m. 
on  Friday:  if  the  Glucose  Level  was 
450  mg/dL  or  the  WBC  47,000/mm3 
or  any  other  test  resulted  in  a critical 
value . . . 


When 

Would 

Your  Laboratory 

Notify 
You? 


If  your  laboratory  is  Medlab,  you  will  know  within 
hours  and  before  your  office  closes  for  the  day. 

If  you  use  a large  nationwide  laboratory  you  might 
be  notified  at  3:00  AM  Saturday  morning;  or  possibly 
on  Saturday  between  9:00  and  5:00,  but,  most  likely, 
not  until  Monday  morning.  WHY?  Because  your 
specimen  won't  arrive  at  their  laboratory  before  late 
Friday  evening  and,  in  most  cases,  the  tests  wouldn’t 
be  run  until  the  early  hours  of  the  following  day.  At 
Medlab,  we  run  routine  tests  within  hours  of  pick-up. 

During  these  times  of  change  in  the  healthcare  field, 
you  shouldn’t  have  to  worry  about  your  laboratory 
services. 


At  Medlab,  we  pride  ourselves  on  the  high  quality, 
flexibility,  customized  service,  and  advanced 
technology  that  we  offer  our  clients. 


LARGE  LABORATORY  TECHNOLOGY 
— LOCAL  LABORATORY  SERVICE 


INC. 


One  Pike  Creek  Center 
Linden  Hill  Road 
Wilmington,  DE  f9808 
(302)  994-5764 
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A PAINFUL  PRESCRIPTION  FOR  DOCTORS 

The  Painful  Prescription:  Rationing  Hos- 
pital Care,  by  Henry  J.  Aaron  and  William  B. 
Schwartz  is  a sobering  and  most  interesting 
book  written  by  an  economist  (the  Brookings 
Institution,  “an  independent  organization  de- 
voted to  non-partisan  research”)  and  a pro- 
fessor of  medicine  (Tufts  University). 

The  question  researched  was  this:  where 
and  how  can  hospital  expenditures  be  cut  in 
the  U.S.  as  must  happen,  and  soon?  Can 
Americans  get  answers  to  those  questions  by 
seeing  how  it  is  done  in  Britain,  not  because  its 
medicine  is  socialized,  but  because  already  it  is 
in  many  ways  rationed. 

“The  rising  cost  of  hospital  care  is  straining 
both  the  public  and  the  private  purses”  in  this 
country,  the  authors  emphasize,  but  suggest 
that  actually  a large  share  of  the  expenditures 
for  services  provided  patients  in  American 
hospitals  has  “gone  for  the  purpose  of  services 
that  produce  nothing  of  perceptive  value,  or 
only  marginal  benefits,  at  high  cost.”  Their 
opinion  that  for  reasons  of  economy  “margi- 
nal benefits”  may  have  to  be  deleted  concerns 
me.  Who  is  to  define  marginal  is  yet  unclear,  as 
there  is  too  much  of  a chance  I may  have 
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reached  the  age  of  marginality  for  the  pro- 
cedures and  therapies  under  discussion  by  the 
time  the  rationing  the  authors  discuss  is  in 
place. 

On  the  other  hand,  I am  impressed  by  the 
different  prevailing  attitudes  of  British  oncolo- 
gists who,  these  authors  say,  rarely  treat  solid 
tumors  with  chemotherapy  if  the  clinical  evi- 
dence suggests  that  unpleasant  temporizing 
rather  than  significant  deferral  of  dying  will 
be  the  sole  therapeutic  achievement.  Ob- 
viously, there  are  not  as  many  oncologists  in 
the  United  Kingdom. 

Almost  all  of  us  who  practice  are  truly  at- 
tached to  our  privileges  of  ordering  CT  scans: 
Britain  has  only  one-sixth  as  many  as  the  U.S. 
(all  the  authors’  mathematical  statements  and 
comparisons  are  per  capita,  thus  taking  into 
account  Great  Britain’s  much  smaller  popula- 
tion), and  not  all  doctors  can  order  CT.  There 
are  also  less  than  one- fifth  as  many  ICU  beds, 
and  only  10%  as  much  coronary  artery  surgery. 
To  match  our  rate  for  this  procedure  would 
cost  the  British  about  1%  of  their  entire  present 
health  budget.  They  simply  will  not  do  it;  the 
decision  it  seems,  however,  is  Parliamentary, 
and  to  date  our  Congress  has  been  much  more 
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apt  to  vote  in  new  health  programs  than  to 
curtail  them.  But  that  was  then,  and  this  is 
now.  We  do  two  times  as  many  x-rays,  use  four 
times  as  much  film  and  have  more  than  twice 
as  many  radiologists. 

There  are  no  polemics  in  this  hook,  only  the 
facts.  These  suggest  that  we,  as  health  care 
providers,  have  permitted  ourselves  to  use  our 
available  technology  in  part,  at  least , because 
it  is  available,  rather  than  because  it  is  neces- 
sary, for  diagnosis  and  treatment.  No  spe- 
cialty is  immune  from  the  changes  of  ration- 
ing. Cold  statistical  probabilities  of  need  and 
of  good  results  will  impose  new  order  upon 
most  of  us  clinicians.  “The  dilemma  that  the 
United  States  and  many  other  rich  nations 
face  is  how  to  encourage  patients  and  provid- 
ers to  weigh  in  a humane  fashion  the  benefits 
and  costs  of  medical  care.” 


This  is  a book  which  should  be  read  by  all 
physicians  in  training,  especially  those  who 
are  learning  how  to  practice  medicine.  It  seems 
likely  that  for  many  now  in  training  as  well  as 
for  those  already  in  practice  our  patterns  are 
about  to  be  altered. 

As  the  two  authors  point  out,  it  is  a painful 
prescription. 

Bernadine  Z.  Paulshock,  M.D. 

LEARNING  TO  SAY  “NO” 

Public  and  private  expenditures  on  health 
care  rose  from  5%  to  11%  of  the  gross  national 
product  between  1960  and  1983.  Although  there 
is  no  magic  formula  for  determining  a precise 
limit  on  what  a country  can  afford  to  spend  for 
health  care,  there  is  a limit.  Every  dollar  spent 
on  health  care  is  a dollar  that  cannot  be  spent 
on  something  else.  No  set  of  expenditures  can 


III  Rehabilitation  Consultants,  Inc. 

is  pleased  to  announce  the  addition  oj 
Occupational  Therapy  Services  in  Association  with 

Eleanor  M.  Schaller,  O.T.R. 

at  our 

Brandywine  Hundred  OJfice  Suite  105  • Springer  Building 

Concord  Plaza 

3411  Silverside  Road  Wilmington,  DE 
302-478-5240 

Physical  Tberapy  • Speech  Therapy  • Biofeedback  • Work  Tolerance  Testing 

Medicare  Approved  • Blue  Cross  Blue  Shield  Participating 
Approved  by  most  major  insurance  companies 
Member,  National  Association  of  Rehabilitation  Agencies 
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rise  faster  than  the  gross  national  product 
forever.  At  some  point,  health-care  expendi- 
tures must  slow  down  to  the  rate  of  growth  of 
the  gross  national  product. 

The  United  States  is  reaching  this  point 
sooner  rather  than  later  because  of  increasing 
tensions  among  the  economy’s  performance, 
the  need  to  increase  international  competi- 
tiveness, rapidly  advancing  and  increasingly 
expensive  medical  technology,  and  inconsis- 
tent ethical  principles. 

If  American  productivity  had  consistently 
grown  at  pre-1965  rates,  slightly  above  3%  per 
year,  today’s  health-care  spending  would 
absorb  only  7%  to  8%  of  the  gross  national 
product,  and  there  would  be  much  less  pressure 
to  control  health-care  costs.  But  the  slowdown 
did  occur,  and  the  United  States  is  forced  to 
confront  the  fact  that  it  cannot  easily  afford 
health-care  expenditures  that  it  could  have 
afforded  if  productivity  growth  had  remained 
on  track. 

International  competition  generates  a 
related  set  of  pressures.  In  terms  of  cash 
wages,  American  auto  workers  make  only 
slightly  more  (®11.80  per  hour)  than  Japanese 
auto  workers  (*10.27  per  hour),  but  when  fringe 
benefits  are  included,  the  differential  is 
enormous — *13.50  in  Japan  versus  almost  *22 
in  the  United  States.  At  the  Chrysler  Cor- 
poration private  health  insurance  accounts  for 
*2.74  per  hour  of  those  fringe  benefits. If 
American  companies  cannot  control  their 
health-care  costs,  they  cannot  compete  in  world 
markets. 

The  United  States  invests  just  half  as  much 
in  plant  and  equipment  as  Japan,  and  by 
doing  so,  it  cannot  compete.  When  it  comes  to 
expenditures  for  civilian  research  and  de- 
velopment, the  United  States  is  now  being 
outspent  by  all  its  major  competitors.  Thus,  it 
cannot  compete.  International  comparisons 
reveal  that  the  educational  attainments  of  the 
American  labor  force  do  not  measure  up  to 
world-class  standards.  To  compete  America 
needs  a labor  force  second  to  none.  All  these 
problems  have  to  be  cured.  All  the  cures 
require  funds. 

Mr.  Thurow  is  the  Gordon  Y.  Billard  Professor  of  Management  and  Eco- 
nomics at  the  Massachusetts  Institute  of  Technology  Sloan  School  of  Man- 
agement, Cambridge,  Massachusetts. 

This  article  appeared  in  the  New  England  Journal  of  Medicine,  December 
13,  1984;  311:  1569-1572,  and  is  reprinted  here  with  permission. 


E.E  Hutton 
Suggests- 
the  value  added 
investment 
service. 

In  markets  too  volatile  for  part-time  attention, 
today’s  investor  urgently  needs  professional  port- 
folio management  services. 

E.F.  Hutton  Suggests  meets  the  need  with  a 
unique  approach.  This  comprehensive  service 
adds  value  to  the  individual’s  portfolio  or  a cor- 
porate retirement  plan’s  investment  program 
because  we  perform  three  vital  steps  proven 
essential  to  successful  investment. 

• We  help  you  to  define  your  specific  investment 
objectives  and  guidelines.  Often  this  first  step  to 
a profitable  portfolio  is  not  clearly  stated. 

• We  evaluate  and  identify  Independent  Discre- 
tionary Money  Managers.  As  an  architect  intro- 
duces an  appropriate  contractor,  we  attempt  to 
introduce  managers  compatible  with  your  par- 
ticular objectives. 

• We  provide  a Quarterly  Monitor  that  tracks 
your  portfolio  progress.  The  continual  process  of 
manager  appraisal  is  the  systemized  indentifica- 
tion  and  evaluation  process  missing  in  most 
investment  programs. 

We  would  like  to  assist  you  in  your  investment 
program  (Minimum  Account  $100,000).  If  you 
would  like  more  information  on  E.F.  Hutton 
Suggests,  call  us  for  an  appointment: 

Monica  A.  Carney 
William  D.  Johnson,  Jr. 

302-656-5800 
800-441-5434 
800-428-4949  (in  DE) 

E.F.  Hutton  & Company  Inc. 

Suite  701 

901  North  Market  Street 
Wilmington,  DE  19801 

When  E.F.  Hutton  talks, 
people  listen. 

McmberSIBC 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 

CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 

WEDNESDAY,  DECEMBER  3,  1986 

DIAGNOSIS  AND  MANAGEMENT  OF 
ACUTE  MYOCARDIAL  INFARCTION 

20  Minute  Lectures — Questions  and  Answers  (10  minutes) 

MODERATOR;  RICHARD  HELP  ANT,  M.D. 

3:00  to  5:30  p.m.  Clinical,  Electrocardiographic  and  Imaging  Observations  - 

Norman  Feinsmith,  M.D. 

Case  Presentations  - Michael  Herlich,  M.D. 

Conventional  versus  Aggressive  Management  - 
Terry  Danger,  M.D. 

Thrombolysis  and  Angioplasty:  Indications  and  Results  - 
Jai  Agarwal,  M.D. 

Questions  and  Answers  - The  Audience 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

**Wine  and  Cheese  Served  Following  Each  Session** 

Scheie  E ye  Institute  Auditorium 

Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 

* The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  education  for  physicians.  The  University  of 
Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22.5  credit  hours  of 
Category  I of  the  Physicians  Recognition  Award  of  the  AM  A. 


758 


Del  Med  Jrl,  November  1986— Vol.  58,  No.  11 


Editorials 


DIRECTOR  OF 

THE  DEPARTMENT  OF  SURGERY 
THE  MEDICAL  CENTER  OF  DELAWARE 

The  Medical  Center  of  Delaware,  an  1 1 00-bed,  tertiary  care  major  teaching  affiliate  of 
Thomas  Jefferson  University  with  a five  year  general  surgical  residency  seeks  a Director  for  the 
Department  of  Surgery.  All  surgical  specialties  are  represented  including  cardiac  surgery.  The 
Medical  Center  is  a major  trauma  referral  center  for  the  State  of  Delaware.  There  are  approved 
programs  in  surgery,  internal  medicine,  emergency  medicine,  ob-gyn,  pediatrics,  radiology  and 
family  practice.  Candidates  should  have  superior  clinical  abilities  as  well  as  demonstrated 
experience  in  teaching,  research,  and  administration.  The  successful  candidate  will  be  eligible  for 
academic  appointment  at  Jefferson  Medical  College  of  the  Thomas  Jefferson  University  in 
Philadelphia,  Pennsylvania. 

Please  send  curriculum  vitae  and  three  references  independently  to: 

John  T.  Hogan,  M.D. 

Chairman,  Search  Committee 
The  Medical  Center  of  Delaware 
Medical-Dental  Staff  Office 
P.  0.  Box  1668 
Wilmington  DE  19899 

The  Medical  Center  of  Delaware  is  an  affirmative  action/equal  opportunity  employer. 


Simply  because  of  the  size  and  rate  of 
growth  of  spending  on  health  care,  resources 
that  would  otherwise  be  spent  on  health  care 
will  have  to  be  diverted  to  solve  some  of  these 
problems.  The  United  States  cannot  maintain 
the  present  rate  of  growth  in  health-care 
spending  while  simultaneously  restoring  pro- 
ductivity growth  and  increasing  international 
competitiveness. 

It  is  traditional  medical  practice  in  the 
United  States  to  employ  treatments  until  they 
yield  no  additional  payoffs,  but  with  the  de- 
velopment of  more  and  more  expensive  tech- 
niques and  devices  that  can  slightly  improve  a 
diagnosis  or  marginally  prolong  life,  the  ex- 
penditures that  have  to  be  made  before  this 
traditional  stopping  point  is  reached  have 
grown  to  almost  unlimited  levels.  To  some 
extent  this  may  be  caused  by  the  use  of 
unproven  or  useless  techniques,  but  to  an  even 
greater  extent  it  is  caused  by  employing 
expensive  techniques  for  which  the  expected 
benefits  are  simply  very  small  relative  to  the 
costs. 

These  new  medical  techniques  require  a 
shift  in  standard  medical  practice.  Instead  of 
stopping  treatments  when  all  benefits  cease  to 


exist,  physicians  must  stop  treatments  when 
marginal  benefits  are  equal  to  marginal  costs. 
But  where  lies  the  point  at  which  marginal 
costs  equal  marginal  benefits?  And  who  is  to 
make  this  ethical  decision — the  patient,  the 
doctor,  some  third-party  payer?  And  how  do 
we  as  a society  decide  that  we  cannot  afford  a 
medical  treatment  that  may  marginally 
benefit  someone? 

Ethically,  most  Americans  are  simultan- 
eously egalitarians  and  capitalists.  None  of  us 
wants  to  die  because  we  cannot  afford  to  buy 
medical  care,  and  as  egalitarians  few  of  us 
want  to  see  others  die  because  they  cannot 
afford  to  buy  medical  care.  As  capitalists, 
Americans  believe  that  individuals  should  be 
allowed  to  spend  their  money  on  whatever 
they  wish,  including  health  care. 

This  set  of  beliefs  leads  to  an  explosive  chain 
reaction.  A new  expensive  treatment  is  de- 
veloped. In  accordance  with  capitalistic  prin- 
ciples, the  wealthy  are  allowed  to  buy  the 
treatment  privately  regardless  of  its  medical 
effectiveness. Persons  with  a moderate  or  low 
income  who  cannot  privately  afford  the  treat- 
ment want  it.  They  demand  it.  Being 
egalitarians,  Americans  do  not  have  the  po- 
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We  account  for  Delaware's 
medical  jx'actices. 

No  matter  how  large  or  small  your  practice,  the 
accounting  firm  of  Simon,  Master  & Sidlow 
recognizes  your  needs.  Ws  can  assist  you  with  tax 
planning,  financial  planning,  and  other  important 
aspects  of  medical  economics,  such  as  the  decision 
to  buy  or  to  lease  equipment. 

Call  us  today.  \\fe’ll  help  you  recognize  your  needs. 


2002  W. 


14th  St.,Wilm.,  DE  19805 
(302)  652-3480 


Simcn 
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308  S.  State  St.,  Dover,  DE  19901 
(302)  734-3400 
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Full  Service  Nuclear  Medicine 
Laboratory 

Computerized  Imaging  - Therapy 


DELAWARE  NUCLEAR  MEDICINE 


Nuclear  Cardiology 

Thallium  and  Radionuclide  Ventriculography 

j 

Thyroid  Evaluation  and  Treatment 


330  Christiana  Medical  Center 
Newark,  DE  19702 
(302)  368-3000 
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litical  ability  to  say  “no”  to  any  person  dying 
from  a treatable  disease.  Ways  are  found  to 
provide  the  treatment  through  private  or  public 
health  insurance.  Being  egalitarians,  we  have 
to  give  the  treatment  to  everyone  or  deny  it  to 
everyone;  being  capitalists,  we  cannot  deny  it 
to  those  who  can  afford  it.  But  since  resources 
are  limited,  we  cannot  afford  to  give  it  to 
everyone  either. 

In  the  summer  of  1983  such  a situation  arose 
with  respect  to  heart  transplantations  in 
Massachusetts.  To  save  money,  regulatory 
authorities  were  preventing  Massachusetts  hos- 
pitals from  performing  such  transplantations. 
Some  Massachusetts  citizens  were  able  to 
afford  to  fly  to  California  to  receive  a trans- 
plant; others  were  not  able  to  do  so  hut  needed 
a transplant  just  as  much.  The  media  and  the 
public  essentially  wheeled  those  needing  treat- 
ment up  on  the  State  House  steps  and  dared 
the  public  authorities  to  let  them  die  for  want 
of  treatment.  Not  surprisingly,  the  authorities 
relented.  They  altered  rules  and  regulations  to 


FOR  SALE 

7 Barley  Mill  Drive,  Greenville 
An  absolutely  beautiful  family  home  hidden 
away  on  a private,  wooded  and  landscaped  lot 
just  off  Barley  Mill  Road.  This  quality  home, 
designed  for  low  maintenance  and  comfor- 
table living,  has  a marvelous  floor  plan  allow- 
ing for  gracious  entertaining  as  well  as  family 
living.  Back  stairs  leading  from  Kitchen/Fam- 
ily Room  to  upstairs  children’s  rooms  keep 
family  activity  at  the  back  of  the  house  and 
could  be  adjusted  to  be  maid’s  quarters  or 
in-law  suite.  Location,  quality  con- 
struction and  charm  make  this  a one-of-a- 
kind  home  that  cannot  be  duplicated  today. 

For  further  information  call  Office:  57 1 -8855 
Connie  Rath  Home:  999-1476 

B.  Gary  Scott,  Inc.,  Realtors 


LJOW  to  test  the  waters  of 
riexpanding  a practice 


without  getting 

The  floor  space  in  a 
medical  office  doesn’t 
usually  grow.  Omega 
Medical  Center  has  an  exciting  way  to 
How  your  office  space  to  grow  in  propor- 
to  your  patient  load.  We  offer  a 
ible  arrangement  of  office  suites  and 
mining  rooms  which  you  can  lease 
according  to  your  needs — for  as  little 
as  a few  hours  a week  or  as  much  as 
8 hours  a day.  Call  Deirdre  O’Connell  at 
302/368-5100  to  look  at  our  money- 
saving ideas  for  your  expanding  practice. 
After  all,  expanding  shouldn’t  take  the 
wind  out  of  your  sails. 

mega  Medical  Center  • Located  opposite  the  new  Christiana  Hospital 
15  Omega  Drive,  Building  K • Newark,  Delaware  19713  • 302/368-5100 
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The 

OMEGA  CARDIOGRAPHIC  LAB 

provides  complete  diagnostic 
services  including  the  latest 
DOPPLER  TECHNIQUE 
for  cardiac  blood  flow  analysis. 

A complete 
diagnostic 
laboratory 
performing 
non-invasive: 

ECHOCARDIOGRAPHY 
• Two  dimensional 
• M-Mode  • Doppler 
EXERCISE 
STRESS  TESTING 
24'Hour 

HOLTER  MONITORING 
ELECTROCARDIOGRAMS 


CRRDOGRRPHIC  LRB.INC. 

H-46  OMEGA  DRIVE/NEWARK  DE  19713 

302/737-3700 


pay  for  California  heart  transplantations  and 
quickly  began  allowing  at  least  one  Mas- 
sachusetts hospital  to  perform  the  procedure. 

I do  not  pretend  to  know  whether  the  costs 
and  benefits  of  heart  transplantations  have 
reached  the  point  where  any  hospital  with  the 
technical  capacity  should  or  should  not  be 
allowed  to  perform  them,  but  I do  know  that 
this  is  the  wrong  way  to  make  the  decision. 

As  medical  costs  rise,  it  becomes  less  and 
less  possible  to  live  with  our  inconsistent 
ethical  beliefs.  The  costs  become  too  high.  At 
some  time,  and  the  time  is  now,  the  incon- 
sistencies have  to  be  sorted  out. 

Insurance  has  been  our  traditional  solution 
for  persons  who  cannot  afford  to  buy  health 
care,  but  it  is  not  the  answer  here.  Insurance  is 
an  appropriate  remedy  in  situations  in  which 
there  is  a small  probability  of  a disaster  that 
will  incur  large  fixed  losses.  Fire  insurance  is 
the  best  example.  Only  a few  of  us  will  be 
unfortunate  enough  to  have  our  home  burn 
down,  and  the  maximal  loss  is  fixed  by  the 
value  of  our  house.  We  therefore  pool  our  risks 
and  compensate  those  who  suffer  losses.  Com- 
panies make  money  by  being  better  at 
estimating  risks  and  choosier  about  whom 
they  wish  to  insure. 

Although  each  of  us  faces  a small  prob- 
ability that  our  house  will  burn  down,  the 
probability  that  each  of  us  will  incur  large 
health  expenditures  before  death  is  becoming 
almost  universal.  In  this  circumstance  in- 
surance becomes  not  a pooling  of  small  risks 
but  an  enormous  distortion  of  incentives. 

When  an  insurance  system  pays  for  future 
treatments  instead  of  refunding  previous 
losses,  it  appears  as  if  prices  are  set  below 
costs.  Each  of  us  makes  a lump-sum  payment, 
our  insurance  premium,  and  then  when  we 
receive  medical  care  the  insurance  pays  all  or  a 
large  part  of  the  bills.  This  encourages  each  of 
us  to  use  more  medical  services.  On  the  margin 
the  care  is  cheap,  but  when  we  all  use  more 
services  we  raise  next  year’s  lump-sum  pay- 
ments. 

This  is  a problem,  since  we  are  talking  about 
losses  that  are  not  fixed,  as  in  the  case  of  the 
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burnt  house,  but  elastic,  depending  on  how  we 
plan  to  treat  our  ailments.  Since  we  are  talking 
about  our  own  life  or  our  own  health,  each  of 
us  has  an  incentive  to  take  the  “don’t  spare 
expenses”  route.  Unfortunately,  with  the  con- 
tinual development  of  new  medical  technol- 
ogy, that  route  is  becoming  more  and  more 
costly. 

Each  of  us  knows  that  if  we  all  use  much 
more  health  care,  each  of  us  will  have  to  pay 
higher  insurance  premiums,  but  we  also  know 
that  our  own  individual  expenditures  have 
essentially  no  impact  on  next  year’s  insurance 
rates.  As  a result,  we  each  go  ahead  with  our 
“don’t  spare  expenses”  purchases  and  in  the 
process  collectively  raise  next  year’s  insurance 
rates  by  a substantial  amount.  The  system 
essentially  becomes  a pass-through  system  in 
which  the  insurance  companies  are  making 
money  not  by  assessing  risks  and  selecting 
their  potential  patients  more  carefully  (we 
legally  insist  that  everyone  have  access  to 
health  insurance)  but  by  taking  a manage- 
ment fee  that  depends  on  total  expenditures. 


When  you  and  your  patients  need  help,  we’re  ready  with  . . . 

• A full  range  of  traditional  physical  therapy  procedures  and 
sophisticated  electronic  stimulators  to  relieve  pain  and 
muscle  spasms. 

• A Low  Back  School,  a learning  experience  to  help  decrease 
low  back  pain,  and  help  your  patients  learn  to  manage  their 
pain. 

• A Key  Functional  Capacity  Assessment  program  to  help  you 
determine  if  your  injured  patient  is  ready  to  return  to  work, 
what  tasks  he  or  she  can  safely  do,  and  for  how  long. 

Call  us  for  more  information  or  an  appointment. 
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In  these  circumstances  an  insurance  system 
ends  up  having  no  constraints.  Insurance 
companies  have  an  interest  in  higher  health- 
care expenditures,  since  higher  expenditures 
lead  to  higher  corporate  incomes.  Doctors  prac- 
ticing in  a fee- for-ser vice  system  have  a 
personal  interest  in  prescribing  services,  since 
they  raise  their  own  incomes  by  doing  so,  and 
in  an  insurance  system  doctors  know  that  they 
will  not  be  directly  raising  costs  for  their 
patients  if  they  do  so.  With  insurance,  patients 
have  no  interest  in  restraining  their  own 
health-care  expenditures.  The  result,  not  sur- 
prisingly, is  a system  with  exploding 
expenditures. 

The  health-care  problem  is  not  a federal  or 
state  budget  problem.  It  is  a social  problem. 
The  expenditure  limits  are  the  same  regardless 
of  whether  the  money  is  spent  through  the 
federal  budget  or  private  insurance.  Our  basic 
problem  is  that  somehow  we  are  going  to  have 
to  learn  to  say  “no.” 

We  can  place  greater  reliance  on  market 
mechanisms,  but  by  doing  so  we  basically 
decide  that  the  capitalistic  part  of  our  ethics  is 
to  dominate  the  egalitarian  part.  The  market 
mechanism  is  often  described  as  if  it  were  a 
mechanism  for  producing  less  waste,  but  that 
is  not  its  prime  virtue.  It  is  a mechanism  for 
saying  “no”  but  in  a very  inegalitarian  way. 
Since  the  richest  20%  of  all  U.S.  households 
have  11  times  as  much  income  as  the  poorest 
20%,  any  efficient  market  mechanism  will  end 
up  giving  1 1 times  as  much  medical  care  to  the 
top  20%  as  it  gives  to  the  bottom  20%.^ 

The  Reagan  administration’s  present  pro- 
posals for  higher  deductibles  and  prospective 
rather  than  retrospective  payment  are  good 
examples  of  the  problem.  To  discourage  the  use 
of  expensive  health-care  facilities,  the  govern- 
ment announces  that  Medicare  will  pay  less 
and  users  must  pay  more.  Private  health- 
insurance  companies  quickly  announce  that 
they  will  sell  private  health  insurance  to  cover 
what  is  not  covered  by  the  government  — thus 
undercutting  the  whole  purpose  of  the  larger 
payments  that  government  is  requiring  of 
patients.  Those  with  money  can  afford  the 
coinsurance  and  do  not  face  the  market  incen- 
tives for  less  use.  Those  without  money  cannot 


afford  coinsurance  and  must  face  the  incen- 
tives. But  are  we  really  going  to  say  that 
patients  who  cannot  afford  the  necessary  pri- 
vate payments  are  not  going  to  get  medical 
care  when  they  need  it  and  others  are  getting 
it? 

With  prospective  payment  (the  system  based 
on  so  called  diagnosis-related  groups  [DRGs]), 
hospitals  are  paid  for  each  case  according  to 
the  disease  diagnosed  and  not  how  much  it 
actually  cost  to  treat  that  case.  What  is  likely 
to  result?  Hospitals  will  require  more  out- 
patient tests  and  procedures  to  reduce  inpatient 
costs,  and  many  will  try  to  avoid  admitting 
patients  who  are  likely  to  be  expensive  to  treat 
and  who  do  not  have  adequate  resources  to  pay 
for  their  treatment.  Once  again,  this  system 
leaves  the  high-cost  patients  with  limited 
means  out  in  the  cold. 

These  patients  will  be  “dumped,”  either 
before  or  after  admission,  just  as  uninsured 
high-cost  patients  are  now  being  dumped.  No 
hospital  wants  to  treat  patients  without 
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money,  and  they  are  sent  on  to  public,  tax- 
supported  hospitals  — often  the  municipal 
hospitals  in  the  big  cities.  Boston  City  Hospi- 
tal reports  that  it  receives  an  average  of  four 
“dumps”  per  month.^  It  also  spends  twice  as 
much  on  charity  care  (®148  million  in  1983)  as 
all  the  other  hospitals  in  Boston  combined. 
Elsewhere  in  the  country  the  “dumping”  prob- 
lem is  much  more  serious.  But  as  city  govern- 
ments with  their  own  budget  problems  attempt 
to  restrain  municipal  hospital  expenses,  treat- 
ment at  such  hospitals  increasingly  becomes 
second-class.  To  deny  that  this  will  happen  is 
to  deny  that  markets  are  efficient.  Markets  are 
designed  to  encourage  firms  to  segment, 
“cream”  and  “dump,”  to  find  the  most  profit- 
able niches  while  ignoring  areas  of  low 
profitability. 

Societies  allow  market  mechanisms  to  work 
when  buyers  are  knowledgeable  or  willing  to 
live  with  their  mistakes  and  when  society  is 
willing  to  distribute  goods  and  services  in 
accordance  with  the  market  distribution  of 


income.  In  the  case  of  health  care,  neither  of 
these  two  necessary  conditions  exists. 

In  the  process  of  doing  what  they  do,  markets 
also  create  and  alter  values.  In  an  environment 
dominated  by  the  market,  doctors  and 
hospitals  would  become  income  maximizers  — 
nothing  more  and  nothing  less.  They  would  be 
seen  and  treated  as  such  by  their  patient- 
customers.  In  a market  environment  cross 
subsidies  cannot  be  extracted  firom  the  wealthy 
to  help  pay  for  the  poor.  Every  tub  stands  on  its 
own  bottom. 

We  are  not  real  believers  in  the  free-market 
mechanism  unless  we  can  honestly  say  that 
we  would  be  willing  to  see  some  patients  suffer 
the  consequences  if  they  could  not  afford  an 
available  treatment  being  provided  to 
wealthier  patients.  If  we  cannot  really  accept 
that,  then  we  simply  will  not  let  the  market 
work  when  push  comes  to  shove. 

Proponents  of  the  market  approach  also 
forget  that  an  egalitarian  distribution  of 
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health  care  is  one  of  the  factors  that  creates 
social  solidarity,  a feeling  of  community,  and 
the  nonmonetary  attachments  that  hind  a 
society  together.  If  health  care  is  not  part  of  the 
social  glue  that  holds  us  together,  what  is? 

If  you  are  an  egalitarian  when  it  comes  to 
medical  care,  and  I confess  that  I am,  what  is 
the  answer?  One  answer  is  that  third-party 
payers  can  write  rules  and  regulations  con- 
cerning what  they  will  and  will  not  pay  for 
and  can  prohibit  their  clients  from  buying 
services  that  are  not  allowed  under  the  private 
or  public  insurance  systems.  This  is  essen- 
tially how  the  British  have  kept  health-care 
spending  at  half  the  American  level.® 

Such  a procedure  works,  but  it  works 
clumsily,  since  no  set  of  rules  can  be  adjusted 
to  the  nuances  of  individual  medical  problems. 
It  will  be  far  better  if  American  doctors  begin 
to  build  up  a social  ethic  and  behavioral 
practices  that  help  them  decide  when  medicine 
is  bad  medicine  — not  simply  because  it  has 
absolutely  no  payoff  or  because  it  hurts  the 
patient  — but  also  because  the  costs  are  not 
justified  by  the  marginal  benefits.  To  do  this 
we  are  going  to  have  to  develop  and  dis- 
seminate better  information  on  the  cost  effec- 
tiveness of  alternative  medical  techniques  for 
treating  different  ailments.  Some  small  frac- 
tion of  what  we  now  spend  on  health  care 
could  be  better  spent  to  determine  the  limits  of 
health-care  expenditures  under  different  cir- 
cumstances. 

The  medical  profession  now  has  profes- 
sional norms  concerning  what  constitutes  bad 


medical  practice.  Those  norms  have  to  be 
expanded  to  include  cases  in  which  high  costs 
are  not  justified  by  minor  expected  benefits.  If 
such  norms  are  developed  and  then  legally 
defended  against  malpractice  suits,  it  just 
may  be  possible  to  build  up  a system  of  doctor- 
imposed  cost  controls  that  will  be  much  more 
flexible  than  any  system  of  cost  controls 
imposed  by  third-party  payers  could  be.  But  if 
the  medical  professions  fails  to  do  this,  sooner 
or  later  the  United  States  will  move  to  a system 
of  third-party  controls.  Something  will  have  to 
be  done. 

As  a society,  how  much  are  we  willing  to 
spend  (sacrifice)  to  prolong  life?  The  easy 
answer  is  any  amount,  but  that  answer  is 
neither  true  nor  feasible.  Like  it  or  not,  Ameri- 
cans are  going  to  have  to  come  to  some  social 
consensus  concerning  the  trade-off  between 
costs  of  medical  services  and  the  life-extending 
benefits  that  result. 

Health-care  costs  are  being  treated  as  if  they 
were  largely  an  economic  problem,  but  they 
are  not.  To  be  solved,  they  will  have  to  be 
treated  as  an  ethical  problem. 

Lester  Carl  Thurow 
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PROGRESS  IN  CLINICAL  RHEUMATOLOGY, 
Volume  1,  edited  by  Allen  S.  Cohen,  Grune 
and  Stratton  and  Co.,  Inc.,  Orlando,  Florida, 
1984.  21 1 pp.  Ulus.  Price  $33.00. 

The  purpose  of  this  new  series  of  texts  is  to 
provide  “timely  and  comprehensive  reviews  of 
major  clinical  topics”  and  “of  investigative 
topics  relevant  to  our  understanding  of  the 
clinical  state  of  the  art.”  The  editor  in  his  fore- 
ward emphasizes  that  the  rheumatologic  liter- 
ature has  increased  and  diversified  through- 
out this  country  and  the  world  over  the  past 
two  decades.  This  new  series  attempts  to  con- 
solidate recent  information  regarding  one  area 
into  an  understandable  form.  The  thrust  of 
this  series  is  obviously  clinical  and  would  be  of 
most  use  to  the  clinician.  The  topics  covered  in 
this  first  volume  include  lupus,  juvenile  lupus, 
scleroderma,  rheumatoid  arthritis,  ankylosing 
spondylitis  and  disseminated  gonococcal  in- 
fection. Across  the  board  I found  the  chapters 
to  be  well  written  and  extremely  useful  as  a 
review.  I would  think  the  level  of  writing 
would  be  directed  at  the  subspecialist.  I look 
forward  to  future  volumes  of  Progress  in  Clin- 
ical Rheumatology. 

James  H.  Newman,  M.D. 
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TEXTBOOK  OF  ANATOMY,  4TH  EDITION  by 
W.  Henry  Hollinshead  and  Cornelius  Rosse. 
Philadelphia,  J.B.  Lippincott,  1985. 

Price  $39.50 

A previous  edition  of  this  anatomy  text 
served  me  well  during  my  first  year  o f medical 
school.  In  comparison  to  other  textbooks  of 
anatomy,  this  book  seemed  to  be  the  easiest  to 
study  from  and  to  expand  upon  observations 
made  in  the  dissection  lab.  The  4th  edition  of 
this  text  continues  this  tradition,  recognizing 
that  the  first  year  medical  student  requires  a 
text  that  makes  an  extra  effort  to  explain  and 
illustrate  important  points  in  the  study  of 
anatomy.  Without  a previous  background  in 
medicine  or  anatomy,  many  other  textbooks 
are  simply  too  dry  and  difficult  to  read.  This 
one  is  not. 

The  book  begins  by  giving  hints  on  how  to 
study  anatomy  and  defining  important  ana- 
tomical terms.  The  next  several  chapters  give 
an  overview  of  the  various  anatomic  systems 
and  structures.  This  overview  is  to  be  read 
before  embarking  on  intensive  study,  and  it 
reassures  the  student  that  anatomy  is  more 
than  a massive  exercise  in  memorization.  The 
remainder  of  the  book  is  a careful  regional 
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approach  to  gross  anatomy  to  be  used  closely 
with  experience  in  the  laboratory.  Drawings, 
x-rays,  and  photographs  of  surface  anatomy 
illustrate  every  area  of  discussion.  There  is  not 
an  overwhelming  amount  of  clinical  correla- 
tion, but  enough  is  given  to  remind  the  student 
that  what’s  being  studied  has  relevance  to  the 
practice  of  medicine.  An  adequate  amount  of 
embryology  is  included  to  explain  the  devel- 
opment of  major  organs  and  structures. 

I recommend  this  book  to  all  medical  stu- 
dents beginning  the  study  of  human  anatomy. 
It  is  not  a reference  book,  but  it  will  be  found  to 
be  a valuable  addition  to  the  dissection  man- 
ual and  lecture  notes.  Experienced  physicians 
may  find  this  book  a useful  review  of  areas 
that  have  been  forgotten,  although  this  is  not 
the  most  authoritative  textbook  of  anatomy,  I 
have  found  it  to  be  the  most  readable. 

Lawrence  M.  Markman,  M.D. 
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MANUAL  OF  CLINICAL  PROBLEMS  IN 
AMBULATORY  CARE  WITH  ANNOTATED 
KEY  REFERENCES:  Edited  by  Laurie  Dorn- 
brand,  M.D.,  Axalla  J.  Hoole,  M.D.,  Robert 
H.  Fletcher,  M.D.  Little,  Brown  & Co.,  Boston, 
MA  591  pp.  Price  $1 8.95. 


Published  in  1985,  this  manual  provides 
succinct  2-3  page  summaries  of  common  prob- 
lems encountered  daily  by  providers  of  ambu- 
latory care.  With  over  140  topics  arranged  in  20 
chapters,  it  covers  the  wide  variety  of  prob- 
lems encountered  in  practice,  from  Endocardi- 
tis Prophylaxis  and  Thrombophlebitis  to  Hic- 
cups and  Bee  Stings.  The  scope  of  the  manual 
extends  beyond  specific  medical  problems  to 
cover  the  non-medical  “social”  problems  such 
as  bereavement  which  physicians  are  fre- 
quently called  upon  to  deal  with. 

Each  summary  is  followed  by  well  selected 
and  up  to  date  references,  briefly  critiqued  for 
further  reading.  Herein  lies  the  key  to  this 
book’s  usefulness  as  a solid  source  of  advice 
for  daily  patient  care. 

M.  P.  Romanowsky,  M.D. 
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GOOD  HEARING  FOR  BETTER  LIVING  FOUNDED  IN  1978 

700  North  Clayton  Street  Suite  202  • 621  Delaware  Street 
Wilmington,  Delaware  19805  Newcastle,  Delaware  19720 
Tel  (302)  658-3891  Tel.  (302)  322-5707 
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DEATHS 


JAMES  W.  KERRIGAN,  M.D. 

Dr.  James  W.  Kerrigan  of  10  Cathedral 
Avenue,  Claymont,  died  in  St.  Francis  Hospi- 
tal of  a heart  ailment  on  October  18,  1986. 

After  graduating  from  Georgetown  Univer- 
sity School  of  Medicine  in  1932,  Dr.  Kerrigan 
served  his  internship  at  the  Wilmington  Gen- 
eral and  Delaware  hospitals.  He  was  on  the 
staff  of  several  area  hospitals.  Dr.  Kerrigan 
was  a member  of  the  American  Medical  Asso- 
ciation, a Life  Member  of  the  Medical  Society 


of  Delaware,  and  the  New  Castle  County  Med- 
ical Society.  He  was  also  a Fellow  of  the  Amer- 
ican Academy  of  Family  Physicians. 

Before  retiring  in  September,  Dr.  Kerrigan 
practiced  for  50  years  in  the  Claymont  area. 
Obstetrics  was  included  in  his  family  practice, 
and  he  is  said  to  have  delivered  more  than 
4,000  babies. 

Besides  his  wife,  Mary  Petticrew  Kerrigan, 
Dr.  Kerrigan  is  survived  by  his  sister,  Gertrude 
Hammer  of  Wilmington. 


WILMINGTON  PAIN  AND 
REHABILITATION  CENTER 

Specializing  in  the  treatment  of 
NECK  and  BACK  INJURIES 

Comprehensive  Outpatient  Therapy 

Work-Hardening  Program 
Sports  Medicine 
Biofeedback 

Therapeutic  Exercise-Cybex  II+, 
Nautilus  Back  Machine 
Paramount  Sports  Trainer 

1021  Gilpin  Avenue 
Suite  101 

Wilmington,  DE  19806 
(302)  575-1776 

Hours  by  Appointment 
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A TRADITION  OF  EXCELLENCE 


It  is  with  pleasure  and  honor  that  I accept 
the  leadership  of  the  Medical  Society  of 
Delaware  for  1987.  Today,  I still  vividly 
rememher  the  phone  call  in  1972  from  Dr.  Bill 
Vandervort  asking  me  to  serve  as  treasurer  of 
the  Society,  beginning  an  apprenticeship  of 
some  14  years  as  an  officer  on  the  Board  of 
Trustees.  No  one  has  enjoyed  a more  intensive, 
enduring,  and  fulfilling  education  in  the 
affairs  of  this  Society.  I hope  that  it  will  be  of 
lasting  value  to  the  presidency  and  to  you. 

If  you  will  reflect  on  the  leadership  of  this 
Society  for  the  past  15  years,  each  president  is 
associated  with  significant  contributions  to 
the  improvement  and  well-being  of  the 
membership,  and  our  goal  in  the  delivery  of 
quality  health  care.  For  example: 

- Dr.  William  Vandervort  - restructuring  of  the 
organization  and  fiscal  responsibility; 

- Dr.  John  Egan  and  Dr.  Calvin  Hearne  - the 
impaired  physician  program; 

- Dr.  Joseph  Belgrade  - full  time  legislative 
representatives; 


- Dr.  Robert  Frelick  - liaison  with  paramedical 
and  nursing  profession; 

- Dr.  Robert  Flinn  - strengthening  the  role  of 
the  Academy  of  Medicine  and  the  extensive 
renovations  that  we  now  enjoy; 

- Dr.  Rafael  Zaragoza  - strengthening  the 
foreign  medical  graduate  program; 

- Dr.  Ignatius  Tikellis  - development  of  the 
original  concept  of  Dr.  David  Platt  for  a 
Society  sponsored  IPA/HMO; 

- Dr.  Favel  Chavin  - initiating  our  entry  into 
the  congressional  and  state  legislative  scene; 

- Dr.  Daniel  Alvarez  - resurrection  of  the 
Women’s  Auxiliary  of  this  Society; 

- Dr.  John  Benge  - expansion  of  the  insurance 
subsidiary  developed  by  Dr.  Ben  Corballis. 

With  this  background,  there  are  several 
problems  that  continue  to  confront  this  Society 
and  that  need  our  collective  efforts  for  solution. 

First  of  all,  there  is  the  malpractice  insur- 
ance situation  and  the  issue  of  availability 
and  pricing.  As  you  know,  there  is  a continuum 
of  discussion  amongst  members  of  this  House 
(of  Delegates)  itself  as  well  as  the  general 
membership  on  questions  as  to: 
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1.  The  adequacy  or  inadequacy  of  mal- 
practice legislation  in  the  state  of  Delaware 
with  respect  to  so-called  “hired  guns,” 
unlimited  liability  of  pain  and  suffering  pay- 
ments, collateral  source  rules,  and  so  forth. 

2.  The  pricing  of  malpractice  insurance  and 
lack  of  experience  rating  as  well  as  the 
availability  of  insurance. 

This  entire  problem  has  far  reaching  effects 
that  are  much  more  than  can  be  measured  in 
dollars  and  cents.  For  example,  we  are  faced 
with  older  physicians  finding  their  malpractice 
insurance  premiums  so  high  that  they  cannot 
cover  expenses  and  opt  for  early  retirement 
while  younger  physicians  subconsciously  alter 
practice  patterns  and  succumb  to  expensive 
defensive  medicine. 

I am,  therefore,  establishing  a blue  ribbon 
committee  to  investigate  this  entire  issue  and 
all  of  its  nuances  and  to  report  their  findings 
and  recommendations  to  the  Board  of  Trustees 
no  later  than  March  15,  1987. 

The  committee  will  be  chaired  by  Dr.  Ben 
Corballis,  who  has  an  extensive  background 
in  this  entire  matter.  It  will  consist  of  12 
members,  with  Dr.  Martin  Gibbs,  Dr.  James 
McClements,  and  Dr.  James  Marvel  as  New 
Castle,  Kent,  and  Sussex  County  chairs  respec- 
tively. I will  leave  it  up  to  Dr.  Corballis  and  his 
county  chairmen  to  name  the  rest  of  the 
committee.  I have  advised  Ben  that  the 
committee  will  have  unlimited  access  to  ser- 
vices and  consultants  both  legal  and  insur- 
ance, and  my  wholehearted  cooperation  as 
well  as  that  of  the  Board  of  Trustees  and  the 
Society’s  executive  staff.  The  committee  will 
operate  much  as  a reference  committee  or 
congressional  subcommittee  and  everyone  will 
be  heard  - 1 want  in  return  one  thing  only  - that 
the  questions  of  adequacy  of  current  mal- 
practice laws,  insurance  availability  and 
pricing,  current  insurance  coverage  or  captive 
insurance  coverage,  JUA,  etc.,  be  answered 
once  and  for  all. 

The  second  area  in  which  we  are  faced  with 
problems  is  that  of  the  ethical  considerations 
of  the  practice  of  medicine.  Here  I refer  not 
only  to  the  ghost  of  physician  owned  ancillary 
medical  services,  but  also  to  the  new  cancer 
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that  has  developed  in  this  community:  namely, 
the  practice  of  quasi-ghost  surgery. 

Several  years  ago  a proposal  was  made  to 
the  House  of  Delegates  to  consider  as  a 
requirement  of  membership  in  the  Medical 
Society  of  Delaware  a disclosure  of  beneficial 
interests  in  ancillary  medical  facilities  such  as 
laboratories,  physical  therapy  establishments, 
free  standing  emergency  rooms,  and  so  forth. 
The  House  at  that  time  voted  to  insist  that 
physicians  notify  patients  if  they  had  a 
beneficial  or  fiduciary  interest  in  any  labor- 
atory to  which  they  were  referring  the  patient. 
Since  that  time  there  has  been  a general 
relaxation  of  this  code  and  now  we  have 
essentially  the  same  situation  as  before,  only 
increased  in  scope.  We  cannot  expect  to  set  an 
example  of  professionalism  in  this  state  if  we 
allow  the  membership  to  become  partners  in 
ancillary  medical  establishments  that  are 
unknown  to  the  patient  being  referred  to  them. 
It  would  seem  to  me  that  if  physicians  are 
reluctant  to  disclose  their  fiduciary  interests  in 
this  type  of  establishment,  then  they  have  no 
business  being  in  them  at  all.  Furthermore, 
from  an  ethical  standpoint,  the  ploy  that  the 
business  is  really  owned  by  the  physician’s 
family  members  is  not  a viable  one  without 
full  disclosure. 

Similarly,  it  is  impossible  for  a physician  to 
be  present  in  two  operating  rooms  at  the  same 
time.  It  is  equally  abhorrent  from  a surgical 
standpoint  for  anyone  to  have  a patient  under 
treatment  by  ancillary  personnel  without  the 
physician  of  record  being  present  when  the 
treatment  is  performed.  This  bespeaks  of  the 
problem  of  ghost  surgery  that  was  prevalent 
until  the  50s  and  fought  and  eradicated  by 
Ravdin  and  others.  Now,  years  later,  under  the 
head  of  corporate  hospital  practice,  it  seems 
that  we  are  being  exposed  to  much  the  same 
situation.  In  1936  one  of  our  peers  wrote,  “By 
some  historical  accident,  medicine  has  come 
under  the  business  influence  and  thereby  its 
former  ideas  have  been  subverted.  If  medicine 
is  to  regain  its  position  of  prominence  and 
eminence,  it  will  only  be  because  our  profes- 
sional ethics  and  our  responsibility  to  patients 
again  regain  control  over  the  business  - and 
profit-motivated  mentality.’’  I do  not  think  any 
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one  of  us  would  disagree  with  that  statement  I 
am  therefore  establishing  a second  ad  hoc 
committee  headed  by  Dr.  Robert  Frelick, 
which  we  will  charge  with  investigating  the 
problems  and  recommending  a new  and  fully 
expanded  code  of  ethics  with  guidelines  and 
parameter  to  lead  our  membership  into  the 
1990s  and  through  this  period  of  the  cor- 
poratization of  medicine. 

The  third  problem  I will  address  is  that  of 
the  HMO/IPA/PPO  and  other  alphabet  soup 
delivery  care  systems  that  we  have  been 
exposed  to  during  the  past  several  years.  As 
you  all  are  well  aware,  there  are  two  physician 
controlled  organizations  operating  within  the 
community,  namely.  Diamond  State  IPA,  and 
the  Health  Plan  of  Delaware  IPA/HMO.  These 
are  the  outgrowth  of  an  unfortunate  schism 
within  the  community  based  on  information 
provided  to  us  by  the  AMA  which  ultimately 
proved  to  be  erroneous.  Unfortunately,  we  now 
have  a house  that  is  somewhat  divided  against 
itself.  My  third  ad  hoc  committee  will  address 
this  problem  and  possible  solutions  in  attempt- 
ing to  bring  these  two  groups  together  in  at 
least  some  workable  form  so  that  we  do  not 
bequeath  to  the  younger  members  of  this 
community  the  problems  of  their  forebears. 
This  state  should  be  represented  by  a cohesive, 
well-disciplined,  well-intentioned  ethical 
society  of  physicians  who  are  dedicated  to  the 
delivery  of  quality  health  care,  who  are 
dedicated  to  their  patients,  and  who  will  strive 
for  the  improvement  of  the  practice  of  medicine 
' in  Delaware.  I feel  certain  that  this  committee 
I will  be  successful  in  that  goal. 

1 For  myself,  I intend  to  redirect  energies  into 
I two  areas:  the  first  is  to  set  this  Society  on 
! course  for  the  care  of  the  elderly  and  the 
I disadvantaged,  the  latter  both  at  home  and 
' abroad.  As  for  the  former,  we  will  sponsor 
continuing  seminars  and  programs  in  medical 
geriatric  education  exploring  new  approaches 
to  the  management  of  common  medical 
' problems  in  the  elderly,  such  as  comprehensive 
assessment  in  the  holistic  care  to  the  elderly 
1 including  the  course  and  management  of 
anemia,  arthritis,  urinary  problems,  infections, 

I the  management  of  depression,  dementia,  and 
i so  forth  in  this  enlarging  segment  of  our 
I society.  With  our  population  curve  aging,  it 
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behooves  this  Society  to  take  an  activist  role  in 
coping  with  these  problems  and  finding  uni(]Lu> 
solutions.  As  for  the  disadvantaged,  this 
Society  has,  as  you  know,  a charitable  services 
foundation.  The  Board  of  Trustees  in  1985 
approved  the  establishment  of  a subsidiary  to 
be  known  as  the  Medical  Society  of  Delaware 
Charitable  Services  Foundation  to  explore 
possible  relief  efforts. 

With  further  development  the  charitable 
services  subsidiary  will  assist  with  both 
domestic  and  international  relief  efforts  by 
delivering  physicians’  health  services  in 
emergency  and  chronic  situations.  Medical 
“SWAT”  teams  will  be  developed  to  respond  to 
domestic  and  international  crises  in  a timely 
manner.  With  the  wide  range  of  physician 
services  available  in  our  membership  and  the 
possibility  of  developing  financial  assistance 
through  other  local  charitable  organizations, 
our  Society  can  take  a unique  leadership  role  in 
medically  catastrophic  situations.  Efforts  will 
be  directed  not  only  toward  emergencies  as  a 
result  of  natural  disasters  but  also  towards 
the  delivery  of  urgently  needed  care  in  this 
state  and  country,  as  with  our  Delaware 
migrant  farm  workers,  on  indian  reservations 
and  Appalachia,  for  example,  as  well  as  in 
Central  America,  the  Caribbean,  and  Africa. 
Once  the  need  for  intervention  has  been 
established,  I hope  that  the  charitable  foun- 
dation will  tap  into  and  coordinate  physicians’ 
services  as  well  as  private  funds,  pharma- 
ceutical company  support,  and  even  such 
resources  as  the  Air  National  Guard.  The  ideal 
of  returning  to  the  direct  care  of  people  in  need 
is  an  extremely  gratifying  one,  and  I hope  that 
this  endeavor  will  become  one  of  our  stronger 
subsidiaries. 

In  closing,  I thank  you  for  your  confidence  in 
electing  me  to  the  presidency  of  the  Society, 
and  I promise  to  continue  to  strive  to  obtain  the 
best  for  the  physicians  of  this  state  and  their 
patients. 


787 


3U4  oiendaie  executive  campus 

I A A^m  J • "W  "W  1000  White  Horse  Road 

Mid  Atlantic  ICS,  Inc.  T^T^^-r 


Dear  Doctor: 

Are  you  interested  in  saving  both  time  and  money  in  your  practice?  By  now,  you 
may  have  heard  several  reasons  to  consider  a computer  system  for  your  medical 
office: 


Faster  Collections 
Insurance  Follow-Up 
Better  Record  Keeping 
Statistical  Reports 

Mid-Atlantic  ICS  would  like  to  offer  you  the  final  three  reasons  for  making  this 
decision: 

Quality 

Price 

Support 

You’ll  get  top  quality  with  our  new,  highly  sophisticated  IBM  Personal  Computers  and 
our  unique  Automedic™  Software  Program,  designed  especially  for  health  care 
professionals.  Automedic™  software  is  a product  of  EDS,  the  nation’s  largest 
processor  of  medical  claims. 

Until  January  31,  1987,  the  price  for  a complete  system  is  just  $8,995.  The  system 
includes: 

• IBM-PC  with  20  meg  hard  disk 

• Color  Monitor 

• Texas  Instrument  Printer 

• System  Tape  Back-up 

• Uninterruptable  Power  Supply 

• Customized  Automedic™  Software 

For  maximum  savings,  please  consult  your  tax  advisor  about  the  advantages  of 
making  your  purchase  by  December  31,  1986. 

Ongoing  support  and  maintenance  for  your  Automedic™  computer  system  will  be 
provided  by  Mid-Atlantic  ICS,  leaders  in  the  Delaware  Valley  for  medical  accounting 
and  practice  management. 

Remember,  our  special  price  of  $8,995  is  effective  until  1/31/87. 

For  more  information  or  a demonstration,  please  call  Richard  Black  (609)  770-1182 
Outside  of  New  Jersey,  call  800-772-2842,800-543-9377. 


Respectfully  Yours, 


Richard  Black 
Director  of  Marketing 


For  complete  cardiac  diagnostics. . . 


T'he  Omega 
Cardiographic  Lab 
provides  complete 
cardiac  diagnostic 
services.  The  latest 
technigues  in  testing, 
reporting  and 
monitoring  are  used. 
Our  methods  are 
reliable  and  reports  are 
made  promptly  and 
completely.  Patients 
can  feel  secure  in  the 
knowledge  that  they 
are  receiving  the  best 
in  cardiac  diagnostic 
service. 


OMEGA  Cardiographic  Lab 


A Complete  Diagnostic 
Laboratory  Performing 
Non-Invasive 

■ Doppler  Echocardiography 

■ Echocardiography 

Two  Dimensional 
M-Mode 

■ Exercise  Stress  Testing 

■ 24  Hour  Hotter  Monitoring 

■ Electrocardiograms 


Omega  Cardiographic  Lab 
also  has  the  capability 
of  providing 

■ 30  Day  Transient 

ARRHYTHMIA 

DETECTION 

■ Trans-Telephonic 

PACEMAKER 

EVALUATION 


OMEGA 

CARDIOGRAPHIC 
LAB 


CRRDICX3RRPHIC  LRB.INC. 

Omega  Professional  Center  Building  G-36/ Newark,  DE 19713/ (302)  737-3700 


“At  the  Sheraton  Dover,  we’re  in  busi- 
ness to  meet  our  guests’  needs.  Since 
no  two  customers  are  alike,  we’re  most 
successful  when  we  give  personalized 
service. 

“Blue  Cross  Blue  Shield  does  business 
the  same  way.  They  realize  no  two  busi- 
nesses are  exactly  alike.  Their  expert 
representatives  customized  benefits  to 
meet  my  business  needs.  And,  the 
BlueMax  choices  provide  the  benefits  my 
employees  want. 

“Since  good  service  is  the  number  one 
priority  of  the  Sheraton  Dover,  I like 
doing  business  with  a company  that  un- 
derstands the  importance  of  customer 
service.  And  Blue  Cross  Blue  Shield  gives 
the  service  that  means  good  business.” 

Linda  Eby,  General  Manager 
Sheraton  Dover 


Make  the  health  care  choice 
that  makes  good  business  sense. 


BlueMax^ 

The  maximum  in 
health  care  choices  from 

Blue  Cross 
Blue  Shield 

of  Delaware 


“Hue  Cross  Hue  Shield... 
service  that  means 
business.” 


CARRY  THE  CARING  CARD.' 


DELAWARE 
MEDICAL  JOURNAL 


VOLUME  58 
NUMBER  12 
DECEMBER  1986 


THE  EMERGENCY  MEDICAL  SERVICE  SYSTEM 
IN  DELAWARE 


Ben  C.  Corballis,  M.D. 


''Someone  call  an  ambulance!” 

This  cry  goes  out  hundreds  of  times  a day  in 
Delaware.  The  result?  In  almost  every  case 
there  is  a rapid  dispatch  of  an  ambulance 
manned  by  attendants  prepared  to  meet  the 
needs  of  the  patient.  There  are  occasional 
delays  due  to  manpower  shortages  in  the 
volunteer  ambulance  ranks,  but  if  the  usual 
ambulance  company  cannot  mount  a crew,  the 
next  adjacent  company  is  dispatched,  accord- 
ing to  a pre-arranged  mutual  aid  agreement. 
How  does  all  of  this  happen?  Where  do  these 
ambulances  come  from?  Who  mans  them?  The 
answers  to  those  questions  are  what  the 
emergency  medical  service  system  is  all  about. 

Dr.  Corballis  is  the  Director  of  the  Department  of  Emergency  Medicine  at 
The  Medical  Center  of  Delaware,  and  founder  of  DEES,  Doctors  for  Emer- 
gency Service,  in  Delaware. 


The  emergency  medical  service  system 
(EMSS)  encompasses  all  activities  involved  in 
the  pre-hospital  care  of  the  sick  and  injured.  It 
extends  to  the  emergency  department  and,  in 
fact,  throughout  much  of  the  hospital  itself. 
Members  of  this  system  include  the  general 
public,  in  their  role  of  family  (or  merely 
bystanders);  first  responders,  such  as  police  or 
firemen;  dispatchers  at  the  emergency  opera- 
tions centers;  ambulance  attendants,  be  they 
basic  life  support  or  advanced  life  support,  on 
the  ground  or  in  the  air;  and  emergency 
department  and  other  hospital  personnel.  Each 
of  these  groups  is  an  important  part  of  the 
emergency  medical  service  system,  and  each 
part  must  integrate  smoothly  with  several  of 
the  other  parts  to  make  the  system  function 
properly. 
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Emergency  Medical  Service  System — Corballis 

A brief  retrospective  will  show  the  impor- 
tance of  the  EMSS.  Historically,  there  was  no 
system.  Much  of  the  ambulance  service 
throughout  the  country  was  provided  by  under- 
takers who  had  a vehicle  suitable  for  the 
purpose.  It  was  strictly  scoop  and  run,  done  by 
untrained  attendants.  But  that  was  not  the 
worst  problem:  in  many  sections  of  the  country, 
the  patient  was  safer  in  the  ambulance  than 
after  arriving  in  the  emergency  room,  for  it 
was  traditional  to  staff  the  emergency  room 
with  interns  who  had  little  or  no  training  in 
crisis  medicine,  and  who  were  provided  with 
virtually  no  back-up. 

Trauma  was  the  forgotten  illness.  Volunteer 
ambulance  services  throughout  the  country 
were  the  first  to  see  the  need  for  proper 
training  of  attendants,  and  for  proper  specifi- 
cations for  the  ambulances  themselves  and 
the  equipment  carried.  Then  the  lessons  of  the 
war  in  Korea  and  subsequently  in  Viet  Nam 
taught  the  value  of  the  triage  and  the  earliest 
possible  medical  care  at  the  highest  possible 
level  of  skill. 

Emergency  care  took  a quantum  leap 
forward  in  the  late  60s,  when  Dr.  R.  A.  Cowley 
developed  the  shock  trauma  unit,  described  the 
“golden  hour”  of  shock,  and  developed  a 
system  to  bring  trauma  victims  to  the  unit  by 
helicopters  and  ground  ambulances  staffed  by 
highly  trained  attendants.  At  almost  the  same 
time,  groups  of  physicians  throughout  the 
United  States  were  entering  into  the  practice 
of  emergency  medicine  on  either  a full  or  a part 
time  basis.  For  the  first  time,  good  medical 
care  began  to  be  practiced  in  the  emergency 
rooms  of  this  country.  All  of  these  efforts 
continued  to  be  disjointed  and  sporadic, 
however,  until  1973,  when  the  Emergency 
Medical  Service  System  Act  was  passed,  and 
the  pieces  began  to  fit  together. 

THE  COMPONENT  PARTS 

The  Public 

The  first,  and  in  many  ways,  the  most 
important  part  of  this  system  is  the  general 
public.  All  of  the  other  parts  are  limited  to  the 
area  of  treatment,  but  the  public  can  function 
in  prevention  as  well.  Much  of  what  is  cared 
for  by  the  EMSS  could  be  obviated  with  public 
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cooperation  in  the  prevention  of  illness  and 
accidents. 

Great  efforts  are  being  made  and  great 
results  are  being  achieved  in  controlling  the 
operation  of  all  motor  vehicles  (on  land,  sea 
and  in  the  air)  by  persons  under  the  influence 
of  intoxicants.  Much  more  must  be  done.  The 
havoc  wreaked  by  drunken  drivers  throughout 
the  United  States  is  truly  staggering,  not  only 
in  the  number  of  lives  lost,  the  number  of 
persons  maimed,  but  in  the  financial  cost  to 
the  nation  as  well. 

In  1986  the  number  of  motor  vehicle  deaths 
in  Delaware  is  50%  higher  than  in  1985.  This  is 
an  appalling  statistic  in  view  of  the  fact  that 
the  state  senate  voted  against  a mandatory 
seat  belt  law.  The  universal  use  of  seat  belts  in 
automobiles  would  cause  an  astounding  reduc- 
tion in  the  mortality  and  morbidity  associated 
with  automobile  accidents.  This  is  not  specu- 
lation but  has  been  proved  in  country  after 
country  where  such  laws  have  been  passed. 

In  Seattle,  where  heroic  efforts  were  made  to 
teach  CPR  to  the  general  public,  the  mortality 
rate  associated  with  cardiac  arrest  was  reduced 
by  nearly  50%,  due  to  the  immediate  institution 
of  CPR  by  bystanders.  Much  work  has  been 
done  in  Delaware  by  the  Red  Cross  and  the 
Heart  Association  to  educate  the  general  public 
in  these  important  skills.  Much  has  been  done 
to  teach  CPR  in  our  schools.  But  so  much  more 
remains  to  be  done.  Our  goal  must  be  to  teach 
every  citizen  CPR. 

First  Official  Responder 

The  first  official  responder  at  the  scene  of 
an  accident  or  incident  of  illness  which  occurs 
in  public  is  usually  a police  officer  or  fireman. 
Throughout  the  state  a great  deal  of  effort  has 
been  expended  in  teaching  these  first 
responders  basic  life  saving  techniques  and 
CPR.  These  efforts  need  to  be  continued  and 
expanded  so  that  each  of  the  first  responders 
is  comfortable  in  his  or  her  role  in  the  system, 
and  can  quickly  begin  to  apply  these  tech- 
niques. Once  the  first  responders  have 
achieved  a level  of  comfort  in  their  skills,  they 
are  able  to  interact  positively  with  the  ambu- 
lance personnel  who  are  the  second  responders, 
and  begin  a team  effort  for  the  patients' 
betterment. 
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Communication  and  Dispatch 

Delaware  is  clearly  the  most  fortunate  state 
in  the  Union  with  respect  to  emergency 
communication,  as  it  has  a fully  implemented 
statewide  911  telephone  system.  This  system 
enables  every  Delaware  citizen  to  enter  the 
EMSS  by  dialing  911  from  any  phone,  even 
without  having  a coin,  and  thus  establish 
immediate  contact  with  a dispatcher  trained  to 
deal  with  crises.  Each  of  our  three  counties  has 
an  emergency  operation  center  manned  by 
trained  dispatch  personnel  24  hours  a day, 
seven  days  a week.  The  sophistication  of  these 
centers  varies  with  the  available  resources. 
Dispatcher  training  courses  have  been 
developed  and  are  being  used  in  Delaware  to 
increase  the  level  of  sophistication  of  the 
dispatchers  and  enable  them  to  make  determi- 
nations as  to  the  level  of  assistance  needed  by 
the  victim.  There  have  been  many  instances  in 
which  the  dispatcher  was  able  to  instruct 
the  caller  in  the  use  of  life  saving  techniques, 
such  as  CPR,  which  made  the  difference 
between  life  and  death  in  the  interval  between 
dispatch  and  arrival  of  the  ambulance. 

In  each  of  our  counties,  the  dispatcher  makes 
a different  response  based  on  the  resources 
available.  In  New  Castle  County,  where  basic 
and  advanced  life  support  are  universally 
available,  the  dispatcher  first  makes  a judge- 
ment as  to  whether  or  not  the  illness  or  injury 
requires  basic  or  advanced  life  support.  If  it  is 
considered  to  be  life  threatening,  the  dispatch 
is  made  under  what  is  known  as  a “two-tiered 
dual  response  system.”  This  dispatches  the 
appropriate  basic  life  support  ambulance  and 
the  nearest  advanced  life  support  unit  simul- 
taneously. Such  a dispatch  assures  that  there 
will  be  no  delay  in  achieving  the  arrival  of  the 
highly  sophisticated  advanced  life  support 
personnel  who  can  then  work  in  conjunction 
with  the  basic  life  support  attendants  as  a 
team  to  provide  the  care  needed.  In  Kent 
County,  the  dispatch  is  of  basic  life  support 
units  only,  except  in  the  City  of  Dover,  which 
has  a paramedic  system.  At  the  request  of 
basic  life  support  ambulances  outside  the  city, 
the  paramedics  will  respond,  but  cannot  cover 
the  entire  county  properly.  In  Sussex  County, 
there  is  a good  basic  life  support  coverage,  but 
only  in  one  small  area  is  advanced  life  support 

Del  Med  Jrl,  December  1986— Vol.  58,  No.  12 


Emergency  Medical  Service  System— Corballis 

available,  and  these  ambulances  come  from 
Maryland. 

Basic  Life  Support  Personnel 

Basic  life  support  ambulance  service  in 
Delaware  is,  in  general,  provided  by  volunteer 
fire  companies.  There  are  notable  exceptions, 
such  as  in  Smyrna,  Georgetown,  and  others 
where  the  ambulance  service  is  provided  by 
the  American  Legion.  In  the  City  of 
Wilmington,  it  is  provided  by  a private 
ambulance  service  under  contract  to  the  City. 
Volunteer  ambulance  service  attendants  form 
the  backbone  of  the  EMSS  in  Delaware,  and 
without  the  dedication  and  enthusiasm  of 
these  wonderful  people,  it  is  doubtful  whether 
the  system  could  function. 

The  basic  life  support  ambulances  are 
manned  by  Emergency  Medical  Technicians- 
Ambulance  (EMT-A).  Delaware  law  places 
EMT-A  under  the  jurisdiction  and  supervision 
of  the  State  Fire  Prevention  Commission.  This 
commission  delegates  responsibility  for  basic 
life  support  training  to  the  Delaware  State  Fire 
School.  The  national  standard  for  EMT-A 
requires  at  least  110  hours  of  training.  The 
appropriate  authorities  in  Delaware  have 
chosen  to  divide  their  EMT  training  into  two 
separate  courses  known  as  Emergency  Care  I 
(EC-I)  and  Emergency  Care  II  (EC-II).  Unfor- 
tunately, only  EC-I  (45  hours)  is  mandatory, 
with  EC-II  being  optional.  State  law  also  only 
requires  that  one  of  the  attendants  on  the 
ambulance  be  certified  as  EC-I.  It  is  difficult  to 
fault  these  volunteers  for  not  meeting  national 
standards,  since  they  must  take  the  training 
on  their  own  time  in  addition  to  their  regular 
occupations,  but  there  is  much  feeling  that 
some  way  could  be  found  to  meet  the  national 
standard. 

Advanced  Life  Support  Personnel 

Advanced  life  support  personnel  in  Delaware 
come  under  the  jurisdiction  of  the  Board  of 
Medical  Practice.  Since  advanced  life  support 
personnel  carry  and  administer  large  quan- 
tities of  drugs,  IV  solutions,  and  are  trained  to 
interpret  electrocardiograms  and  use  defibril- 
lators, they  are  clearly  engaged  in  “the  practice 
of  medicine.” 
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Delaware’s  Medical  Practice  Act  accom- 
modates this  activity  by  making  these  people 
“physician  assistants.”  This  requires  that  they 
practice  under  the  authority,  supervision,  and 
responsibility  of  a physician.  This  supervision 
is  done  either  directly  or  via  radio.  The  activi- 
ties done  under  radio  supervision  must  be  in 
accordance  with  established  protocols  which 
must  be  adhered  to  unless  the  physician  orders 
other  treatment.  The  national  standard  for 
advanced  life  support  requires  that  the 
Emergency  Medical  Technician-Paramedic 
(EMT-P)  have  over  800  hours  of  schooling, 
using  15  modules.  This  training  includes 
written  examinations  and  practical,  in-field 
internship  in  which  the  paramedic  is  super- 
vised during  the  treatment  of  “code”  situations. 

In  Delaware,  a second  level  of  advanced  life 
support  personnel,  known  as  a Cardiac  Rescue 
Technician  (CRT)  is  also  recognized.  The  CRT 
has  more  than  300  hours  of  training,  but  only 
in  those  modules  relating  to  general  advanced 
cardiac  life  support  activities,  shock,  and  heart 
disease.  It  is  now  generally  agreed  that  all 
advanced  life  support  ambulances  should,  as 
soon  as  possible,  be  manned  by  two  fully 
trained  800  hour  EMT-Ps.  This  is  especially 
true  with  the  increasing  incidence  of  motor 
vehicle  accidents  in  which  there  are  multiple 
victims;  more  than  one  fully  trained  para- 
medic is  required  so  that  every  victim  receives 
proper  attention. 

Traditionally,  paramedics  have  responded 
in  ambulances  to  the  scene  of  accidents  or 
illness.  For  the  past  two  years,  Delaware  has 
been  fortunate  also  to  have  Delaware  State 
Police  trooper  medics,  state  police  officers  who 
have  been  trained  to  the  full  800  hour 
paramedic  level.  The  State  Police  Aviation 
Division  now  has  three  helicopters,  one 
assigned  to  each  county.  Each  of  these 
helicopters  carries  a pilot  and  a trooper  medic. 
The  trooper  medic  is  a police  officer  whose 
routine  duties  include  traffic  control,  aerial 
search  for  criminals,  and  other  police  duties. 
However,  a dispatch  on  a medical  mission 
supercedes  police  work  and  the  helicopter 
responds  immediately  to  a call  for  assistance, 
be  it  from  ground  paramedics,  basic  life 
support  personnel,  or  first  responders.  Their 
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function  is  specifically  designed  to  integrate 
with  ground  paramedics,  since  it  takes  at  least 
two  advanced  life  support  personnel  to  carry 
out  fully  the  duties  required  in  a “code” 
situation. 

The  trooper  medic’s  unique  ability  to  take 
the  patient  rapidly  to  the  hospital  while 
continuing  to  administer  advanced  life  support 
makes  them  a critical  part  of  our  system. 
Recently,  a state  police  helicopter  was  trans- 
porting Governor  Castle  and  Congressman 
Carper  to  an  official  function,  when  it  received 
a medical  dispatch.  The  helicopter  immediately 
landed,  deposited  its  passengers  on  the  ground, 
then  proceeded  on  its  medical  mission.  Having 
cared  for  the  patient  and  completed  its  duties, 
the  helicopter  returned  to  pick  up  the  Governor 
and  Congressman  and  continued  them  on 
their  journey.  This  was  a clear  demonstration 
that  the  system  functions  exactly  as  designed 
to  provide  the  maximum  medical  benefit  to  the 
citizens  of  Delaware. 

Hospital  Personnel 

Hospital  administrators  take  a leading  role 
in  the  EMSS.  Only  they  can  make  available 
the  special  capabilities  of  the  hospital  to  the 
incoming  victim  and  mobilize  the  resources  of 
the  hospital  so  that  the  patient  may  have  rapid 
access  to  laboratory,  x-ray  and  blood  bank 
services,  and  to  the  operating  suite,  if 
necessary. 

The  emergency  physicians  in  the  seven  not- 
for-profit  hospitals  in  Delaware  have,  as  might 
be  expected,  taken  a leading  role  in  the 
development  of  the  emergency  medical  service 
system.  Over  the  past  16  years,  we  have  seen 
the  change  from  part  time  emergency  physi- 
cians, to  second  career  full  time  emergency 
physicians,  to  residency-trained  emergency 
medicine  specialists  certified  by  the  American 
Board  of  Emergency  Medicine.  All  of  our 
hospitals  now  require  that  their  emergency 
physicians  have  proper  training  which 
includes  certification  in  Advanced  Cardiac 
Life  Support  (ACLS)  and  Advanced  Trauma 
Life  Support  (ATLS).  These  courses  are  taught 
under  the  authority  of  the  American  Heart 
Association  and  the  Delaware  Chapter  of  the 
American  College  of  Surgeons  Committee  on 
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Trauma.  In  New  Castle  and  Kent  Counties, 
where  advanced  life  support  services  are 
available,  The  Medical  Center  of  Delaware 
and  Kent  General  Hospital  have  been  desig- 
nated as  control  hospitals.  This  designation 
requires  that  highly  skilled  emergency  physi- 
cians be  available  24  hours  a day,  seven  days  a 
week  to  supervise  the  activity  of  the  advanced 
life  support  personnel  via  radio  and  telemetry. 
This  interaction  requires  a great  deal  of 
confidence  on  the  part  of  the  physicians  and 
paramedics  in  each  others’  skill  and  know  - 
ledge. 

We  have  also  seen  during  this  period  the 
I development  of  the  emergency  department 
nurse  specialist  who  works  in  close  conjunction 
i with  the  emergency  physician  in  a team  effort 
i to  provide  the  best  possible  care  for  the  patient. 
Throughout  Delaware  our  emergency  depart- 
ments have  truly  excellent  nursing  services. 
Our  emergency  nurses  are  certified  in  ACLS 
and  will  be  trained  in  ATLS  in  a soon-to-be- 
released  course  especially  designed  for  nurses. 

Ancillary  personnel,  such  as  x-ray  techni- 
cians, laboratory  technicians,  and  blood  bank 
personnel,  to  name  just  a few,  have  gradually 
developed  familiarity  and  an  increased 
' comfort  in  their  knowledge  and  skill  in  caring 
I for  patients  delivered  to  the  emergency 
I department  by  the  EMSS. 

, THE  SYSTEM 

Regardless  of  the  complexity  and  sophisti- 
’ cation  of  each  of  the  component  parts,  there 
must  be  a well-defined  and  fully  integrated 
system  for  the  maximum  benefit  to  be 
achieved.  In  the  early  70s,  Congress  passed  the 
ji  Emergency  Medical  System  Act,  which  was 
( designed  to  stimulate  states  into  developing 
emergency  medical  systems  and  in  doing  so, 
address  15  components  considered  to  be  critical 
to  the  system.  Delaware’s  response  came  from 
Governor  Tribbitt  who  established  the 
Governor’s  Emergency  Medical  Services  Advisory 
Council.  This  council  began  the  original  work 
of  identifying  and  addressing  the  15  compo- 
I nents.  Within  four  years  this  council  was 
j|  legislatively  established  as  the  Delaware 
ij  Emergency  Medical  Services  Advisory  Council 

I (DEMSAC). 
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This  group,  which  has  a chairman  appointed 
by  the  governor,  is  designed  to  assist  the 
Public  Health  Department  in  the  development 
of  the  system.  It  has,  over  the  years,  provided  a 
meeting  ground  for  all  of  the  players  in  the 
emergency  medical  health  care  system.  These 
meetings  have  enabled  the  representatives  of 
the  various  component  parts  to  discuss,  argue, 
compromise  when  indicated,  and  plan  and 
devise  the  necessary  system.  As  a result  of 
these  activities,  many  wonderful  things  have 
occurred.  These  include  the  911  telephone 
system,  the  installation  of  the  statewide  EMS 
radio  system,  assistance  in  drawing  up  the 
Delaware  State  Health  Plan,  the  development 
of  the  legislation  assigning  advanced  life 
support  personnel  to  the  Board  of  Medical 
Practice,  and  development  of  an  Emergency 
Medical  System  Act  to  legislatively  establish 
the  activities  of  the  system.  At  the  present  time 
DEMSAC  is  advocating  and  working  towards 
the  passage  of  legislation  which  would  estab- 
lish a statewide  EMT-P  service.  The  activities 
of  DEMSAC  will  be  more  fully  discussed  in  the 
article  on  page  799. 


SUMMARY 

For  the  past  16  years,  the  citizens  of 
Delaware  have  worked  together  in  a coopera- 
tive effort  to  develop  the  best  possible  emer- 
gency medical  service  system  in  the  United 
States.  This  has  not  been  achieved  as  yet,  but 
much  has  been  done  to  draw  closer  to  the  goal. 
The  single  most  important  achievement  has 
been  to  bring  all  of  the  component  parts 
together  to  work  in  close  cooperation  and 
harmony  with  the  clear  understanding  that 
there  is  but  one  goal:  what  is  best  for  the 
emergency  patient.  At  the  present  time.  New 
Castle  County  has  a fully  deployed  and  rather 
complete  system  lacking  only  highly  sophis- 
ticated technological  developments,  such  as  a 
computer  in  the  dispatch  center,  which  can 
display  the  calling  phone  number.  Kent  and 
Sussex  Counties  are  handicapped  by  being 
generally  rural,  with  sparse  populations  and  a 
small  tax  base,  which  makes  it  difficult  for 
them  to  afford  county-wide  advanced  life 
support  systems.  As  mentioned  earlier,  Kent 
County  has  a partial  advanced  life  support 
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system,  but  needs  to  at  least  double  the  number 
of  advanced  life  support  personnel  to  cover  the 
entire  county  in  a prompt  response  time.  We 
believe  that  Sussex  County  must  be  considered 
in  a special  light,  due  to  its  sparse  resident 
population,  which  balloons  in  the  summer  to 
high  numbers  with  the  influx  of  seashore 
vacationers.  Those  of  us  who  take  advantage 
of  the  unique  recreational  facilities  in  Sussex 
County  are  not  called  upon  to  share  in  the  cost 
of  life  saving  services.  It  is,  I believe,  incumbent 
upon  us  to  support  the  development  of  a 
statewide  paramedic  service  so  that  not  only 
the  citizens  of  Sussex  County,  but  all  of  us  can 
share  in  the  protection  afforded  by  this  vital 
service. 

Each  step  in  the  development  of  our  emer- 
gency medical  services  system  has  seen  an 
increase  in  the  training,  skill,  and  sophis- 
tication of  the  interacting  parts.  The  deploy- 


ment of  a statewide  paramedic  system  will 
have  a similar  beneficial  effect.  The  great 
benefit  currently  being  obtained  from  the 
statewide  trauma  network  is  discussed  on 
page  817.  The  development  of  this  system  has 
caused  a significant  upgrading  in  the  ability 
of  all  members  of  the  system  to  treat  trauma 
victims. 

It  must  be  emphasized  that  the  operative 
work  is  “system.”  Each  of  the  component  parts 
is  wonderful  in  and  of  itself,  but  until  it  is 
melded  smoothly  into  a system  which  func- 
tions in  the  best  interest  of  the  patient,  little  is 
achieved.  Delaware  has  gone  a long  way 
toward  the  development  of  this  system.  My 
experience  with  the  members  of  the  component 
parts  clearly  indicates  that  the  emergency 
medical  services  system  will  continue  to  be 
refined  and  expanded  in  light  of  developing 
technological  advances. 


T.L.C 

8PECIAU8T8 


We  re  not  just  m the  business  ot  handling  money,  we  handle  people,  too 
day  in  and  day  out  People  like  you  who  are  important  to  our  business  So,  we 
make  it  a practice  to  give  you,  our  customer,  all  the  Tender  Loving  Care 
you  require 

Feel  tree  to  visit  any  of  our  convenient  locations  to  talk  about  a home  mortgage 
loan,  IR/\  NOW  interest  checking  account,  regular  checking,  savings  plans,  high 
rate  fixed  term  certificates, 

WE’RE  THERE  ...  TO  CARE  . . . ABOUT  YOU. 

SAVINGS  BANK 


9th  & Tatnall  Sts  Wilm 


Concord  Mall,  Midwav,  Polly  Drummond  & Graylyn  Shopping  Centers 


Dover  Delaware 
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DEMSAC:  THE  DELAWARE  EMERGENCY  MEDICAL 
SERVICE  ADVISORY  COUNCIL 


James  K.  Bouzoukis,  MJ^. 


INTRODUCTION 

In  1977,  Governor  Pierre  S.  duPont  signed 
into  law  an  act  (S.B.  124)  establishing  a 
Delaware  Emergency  Medical  Service  Advi- 
sory Council  (DEMSAC).  Not  one  cent  was 
appropriated  for  the  support  of  the  activities  of 
this  Council,  which  was  established  “to  advise, 
research,  plan,  coordinate,  evaluate,  and 
recommend  to  the  Division  of  Public  Health 
effective  ways  to  utilize  emergency  medical 
service  programs.”  And  yet,  through  the 
Herculean  efforts  of  a few  dedicated  individ- 
uals who  were  willing  to  expend  time  and 
energy  to  develop  a system  that  they  knew 
would  save  lives  and  reduce  morbidity  of 
Delaware  taxpayers,  this  council  has  suc- 
ceeded in  having  a major  impact  on  the 
growth  and  development  of  Delaware’s  Emer- 
gency Medical  Service  System  (EMSS). 

BACKGROUND 

Needless  to  say,  the  law  was  not  passed  so 
that  a dedicated  few  could  become  slaves  to  it. 
The  preamble  of  the  law  itself  states  that  the 
Federal  Highway  Traffic  Safety  Act  (FHTSA) 
of  1966  had  mandated  that  each  state  develop 
an  emergency  medical  service  plan  for  high- 
way accident  victims,  and  for  those  who 
complied  with  this  act  there  would  be  federal 
grant  monies  for  the  “planning,  admini- 
stration and  implementation  of  highway 
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safety.”  Indeed,  by  1973,  the  federal  govern- 
ment had  appropriated  $160  million  in  grant 
monies  to  be  distributed  among  those  states 
that  would  comply  with  the  recommendations 
of  NHTSA  and  the  Emergency  Medical  Service 
System  Act  (P.L.  93-154)  of  1973.  By  1981,  the 
federal  government  had  spent  $215  million 
supporting  the  establishment  of  EMSS 
throughout  the  country.  The  federal  govern- 
ment knew  that  the  most  effective  way  to 
convince  local  politicians  to  enact  legislation 
from  which  neither  patronage  nor  kickbacks 
could  be  derived  would  be  to  dangle  the  carrot 
of  federal  dollars  before  them.  Delaware  politi- 
cians, like  others,  were  willing  to  support  that 
intangible  concept  of  decreasing  mortality 
and  morbidity  so  long  as  they  could  derive  the 
federal  dollars  related  to  it.  And  so  DEMSAC 
was  established  by  state  law. 

Although  DEMSAC  may  have  been  the  first 
legally  established  commitment  to  develop  a 
workable  EMSS  within  Delaware,  consider- 
able organization  and  activity,  particularly  as 
a result  of  executive  orders  by  several 
governors,  had  already  prepared  the  ground- 
work for  it.  As  far  back  as  1968,  Governor 
Charles  L.  Terry  in  an  attempt  to  comply  with 
the  NHTSA  of  1966  had  established  the 
Delaware  Office  of  Emergency  Medical 
Services,  and  charged  it  with  the  responsibility 
of  collecting  and  compiling  data  on  the  emer- 
gency services  in  the  state.  This  study, 
completed  in  1969,  formed  the  basis  of  our 
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current  emergency  medical  service  (EMS) 
program.  The  study  included  a survey  of 
transportation,  facilities  for  the  injured,  emer- 
gency equipment  in  ambulances,  ambulance 
personnel  and  their  training,  methods  of 
dispatching,  communications  among  ambu- 
ances,  and  other  related  resources.  From  the 
study,  several  recommendations  were  made 
for  the  future  of  EMS  in  Delaware,  recom- 
ended  equipment  lists  were  established,  the 
need  for  uniform  training  of  personnel  was 
noted,  and  proposed  legislation  was  drafted. 

When  a uniform  EMS  legislative  package 
was  introduced  in  1971,  it  met  with  consider- 
able opposition  from  the  fire  services  in 
Delaware  because  it  called  for  the  State  Board 
of  Health  to  have  jurisdiction  over  the  ambu- 
lance service.  Traditionally,  85%  of  the 
ambu — ance  service  was  provided  by  volunteer 
fire  services  and  some  felt  that  they  could  more 
appropriately  govern  the  ambulance  per- 
sonnel, their  training,  and  equipment.  For  this 
reason,  the  EMS  legislative  package  of  1971 
was  not  enacted,  and  the  ambulance  service 
remained  the  responsibility  of  the  State  Fire 
Prevention  Commission. 

GOVERNOR’S  EMERGENCY  MEDICAL 
SERVICES  ADVISORY  COMMITTEE 

On  June  4,  1973,  Governor  Sherman  W. 
Tribbitt  issued  and  executive  order  desig- 
nating the  Division  of  Public  Health  of  the 
Department  of  Health  and  Social  Services  as 
the  state  agency  “responsible  for  the  esta- 
blishment, implementation  and  adminis- 
tration of  a comprehensive  program  to  most 
effectively  utilize  the  EMS  organization  of  this 
State.”  That  same  executive  order  created  the 
Governor’s  Emergency  Medical  Services 
Advisory  Council  (GEMSAC),  whose  purpose 
was  “to  study,  research,  plan,  evaluate, 
recommend  and  advise  the  Division  of  Public 
Health,  and  to  offer  guidance  to,  cooperate 
with,  and  assist  public  agencies  and  private 
institutions  and  organizations  on  the  methods 
for  the  coordination  and  effective  utilization  of 
the  EMS  programs.”  Indeed,  the  entire 
preamble  to  the  law  that  four  years  later 
established  DEMSAC  was  identical  to  the 
preamble  in  Governor  Tribbitt’s  executive 
order  establishing  GEMSAC. 
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F’ive  months  later,  in  November  of  1973,  P.L. 
93-154,  establishing  the  Emergency  Medical 
Services  Systems  (EMSS),  was  enacted  by  the 
federal  government  to  stimulate  further  the 
development  of  emergency  medical  care 
systems.  This  Act  required,  among  other 
things,  that  states  establish  EMS  Councils  by 
law  that  would  bring  together  politicians, 
administrators,  health  care  providers,  and 
medical  care  professionals.  Thanks  to  this 
EMSS  Act,  federal  funds  were  available  for 
feasibility  studies  and  planning  (Section  1202), 
establishment  and  initial  operation  of  the 
system  (Section  1203),  and  expansion  and 
improvement  of  established  systems  (Section 
1204). 

The  money  was  literally  there  for  the  asking, 
and  ask  we  did.  In  1975,  Delaware  submitted 
an  application  for  a feasibility  and  planning 
grant.  The  original  application  requested 
$32,400;  HEW  elected  to  grant  Delaware 
$60,000  to  conduct  this  study!  The  following 
year.  Highway  Safety  funding  was  granted  to 
conduct  a communications  study  and  to 
provide  for  a comprehensive  plan;  this  marked 
the  beginning  of  the  Statewide  EMS  Communi- 
cations System. 

DEMSAC 

For  four  years,  the  members  of  GEMSAC, 
wbo  were  a highly  heterogenous  group  of 
dedicated  individuals,  strove  to  find  points  of 
mutual  concern  and  agreement  for  grant 
requests  to  develop  various  components  of 
Delaware’s  EMSS.  Initial  funding,  as  noted, 
was  obtained,  but  by  1977  the  state  of  Delaware 
was  advised  by  the  federal  government  that 
continued  appropriation  mandated  a “legally” 
designated  advisory  council.  In  other  words, 
the  Council  had  to  be  established  by  an  act  of 
the  State  legislature;  a governor’s  executive 
order  would  not  suffice.  And  so,  without  much 
fanfare,  Delaware’s  129th  General  Assembly 
wrote  into  law  the  executive  order  that  had 
been  decreed  four  years  earlier  by  Governor 
Tribbitt.  Thus,  the  federal  government  of  the 
late  1970s  had  insured  that  Delaware,  and 
other  states,  would  have  a legally-defined  and 
established  emergency  medical  services 
advisory  council. 

The  law  defines  the  role  of  DEMSAC  in 
specific  terms;  Section  I,  Paragraph  B states, 
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“The  Delaware  Emergency  Medical  Services 
Advisory  Council  shall  serve  in  an  advisory 
capacity  to  the  Division  of  Public  Health  of  the 
Department  of  Health  and  Social  Services.’’  In 
addition,  the  Council  shall  be  responsible  for 
the  establishment  of  a comprehensive  program 
to  most  effectively  utilize  the  Emergency 
Medical  Services  organization  of  this  state 
(italics  by  the  author).  The  final  paragraph  of 
the  law  states,  “The  Division  of  Public  Health 
is  authorized  and  empowered  to  apply  for, 
accept  and  disburse  grants,  gifts  and  contri- 
butions from  the  federal  government,  individ- 
uals, foundations,  corporations,  and  other 
organizations,  agencies  or  institutions  on 
behalf  of  the  Council  for  the  purpose  of 
furthering  the  objectives  of  the  Council’s 
programs.” 

All  members  of  the  Council  are  appointed  by 
the  Governor.  The  original  law  specified  but 
did  not  restrict  membership  to  representatives 
of  certain  agencies  and  organizations.  The 
original  members  are  listed  in  Appendix  A. 

Since  the  initial  enactment,  25  additional 
agencies,  organizations,  or  individuals  have 
been  designated  to  participate  in  the  Council’s 
activities. 

The  years  1976  to  1981  proved  to  be 
particularly  productive  for  GEMSAC/ 
DEMSAC  and  Delaware’s  EMS  systems.  Close 
to  $1  million  in  federal  grant  money  was 
obtained  and  used  for  a statewide  EMSS  that 
evolved  from  being  one  of  the  weakest  to 
becoming  one  of  the  most  effective  in  the 
nation.  Using  a grant  from  the  Department  of 
Transportation,  a statewide  radio  network 
linking  all  elements  of  the  emergency  care 
system  was  developed  and  installed.  Other 
grant  funds  were  used  to  establish  the 
Paramedic  Training  School  at  The  Wilmington 
Medical  Center,  which  opened  the  door  to 
advanced  life  support  in  Delaware.  Funds 
were  used  to  purchase  advanced  life  support 
( ALS)  vehicles  for  the  City  of  Dover,  as  well  as 
to  match  New  Castle  County  funds  for  its 
communications  van  and  paramedic  vehicles. 
Life  support  equipment  such  as  Life-Pak 
monitor/defibrillators  were  purchased  for 
several  hospitals  and  for  the  State  Police 
helicopters.  Funds  were  used  for  the  expansion 
of  the  Delaware  State  Fire  School’s  Ambulance 
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d’raining  Program,  as  well  as  for  the 
development  of  CPR  training  programs  for  all 
Delaware  high  schools  and  various  state 
agencies  whose  employees  could  become  first 
responders.  All  hospital  and  other  training 
facilities  were  provided  with  video  tape 
recorders  to  play  any  of  an  impressive  array  of 
emergency  medicine  teaching/training  video 
tapes  that  are  kept  in  a library  at  and 
distributed  by  the  Delaware  EMS  Office.  In 
addition,  funds  were  used  for  public  informa- 
tion programs,  including  the  purchase  of  the 
Poison  Control  Information  System  housed  at 
The  Medical  Center  of  Delaware. 

One  of  the  most  significant  achievements 
engineered  by  the  impetus  provided  by 
members  of  DEMSAC  and  in  particular.  Dr. 
Ben  Corballis,  a charter  member  of  GEMSAC 
and  Chairman  of  DEMSAC  from  1977  to  1984, 
was  the  implementation  of  a statewide 
emergency  access  phone  number,  911.  On 
October  26, 1973,  the  House  of  Delegates  of  The 
Medical  Society  of  Delaware  had  unanimously 
adopted  a resolution  in  support  of  the 
establishment  in  Delaware  of  the  same 
emergency  access  telephone  number  recom- 
mended for  nationwide  use  by  the  AMA, 
ACEP,  and  other  national  EMS  organizations. 
A copy  of  this  resolution  was  sent  to  the  then 
acting  chairman  of  GEMSAC,  Mr.  Clifford  T. 
Foster,  who  at  a Council  meeting  earlier  that 
year  had  already  questioned  the  feasibility  of 
having  such  a system  in  Delaware. 

911 

Implementing  a statewide  911  system  would 
not  only  cost  money,  for  which  federal  support 
money  was  available,  but  also  and  perhaps 
more  significantly  would  cause  change,  some- 
thing that  seriously  threatened  many  people 
and  agencies.  No  one  could  argue  effectively 
against  the  desirability  and  need  to  have  such 
an  efficient  system  for  gaining  access  to  fire, 
police,  or  ambulance  assistance,  but  for  ten 
years  the  arguments  raged  at  nearly  all 
GEMSAC  and  DEMSAC  meetings.  At  one 
time,  only  a portion  of  New  Castle  County 
supported  and  implemented  the  911  system; 
for  awhile,  the  Wilmington  Police  Department 
objected  to  the  implementation  of  this  system. 
Gradually,  the  system  was  put  into  place;  first 
in  New  Castle  County  and  then  in  Kent  and 
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Sussex  Counties.  Its  simplicity,  effectiveness, 
and  popularity  have  become  apparent  to  all 
who  use  the  system,  and  yet,  it  took  ten  years  of 
sometimes  acrimonious  dialogue  before  this 
goal  could  be  achieved.  Finally,  by  1983, 
Delaware  had  become  the  first  state  in  the 
nation  to  have  a statewide  911  emergency 
access  phone  system,  a proud  achievement 
indeed.  All  Delawareans  and  people  vaca- 
tioning in  or  just  passing  through  our  state 
owe  a big  thanks  to  the  few  members  of 
DEMSAC  and  the  EMS  Office  who  had  the 
courage  and  conviction  to  persevere  in  this 
struggle  to  introduce  911  to  Delaware. 

In  1981,  in  keeping  with  the  policies  and 
philosophy  of  the  Reagan  Administration,  no 
more  federal  money  was  available  for  the 
development  or  support  of  EMS  programs  at 
the  state  level;  it  became  up  to  each  state  to 
seek  other  means  of  funding  its  programs.  For 
Delaware,  which  at  that  time  was  just 
recovering  from  a fiscal  crisis,  expending  funds 
to  improve  the  delivery  of  pre-hospital  care  to 
critically  ill  and  injured  citizens  was  not  even  a 
priority  item  in  the  minds  of  the  politicians. 
Nonetheless,  even  though  it  had  no  operating 
budget,  DEMSAC  continued  to  function.  The 
members  volunteered  their  time  and  efforts;  its 
stationery  was  provided  by  Professional 
Associates,  Inc.,  a billing  company  serving 
Doctors  for  Emergency  Services  (DFES).  If 
nothing  else,  the  mere  gathering  itself  of 
representatives  from  the  diverse  component 
agencies  comprising  the  EMSS  was  a positive 
accomplishment  in  that  there  would  be  an 
exchange  of  information  and  dialogue  con- 
cerning areas  of  mutual  concern. 

DELAWARE  EMSS  ACT 

The  creation  of  DEMSAC  had  been  ensured 
by  federal  legislation  that  had  mandated  the 
existence  of  such  a body  if  federal  grant  money 
for  EMS  were  to  be  obtained  and  used  at  the 
state  level.  In  1981,  with  no  funds  to  distribute, 
DEMSAC  members  proceeded  to  formulate 
legislation  for  Delaware  that  was  modeled 
after  the  1973  federal  Emergency  Medical 
Services  Systems  Act.  The  proposed  legislation 
delivered  to  the  State  legislature  and  ultimately 
enacted  into  law  in  1982  was  to  be  one  of  the 
most  comprehensive  EMS  acts  enacted  into 
law  in  any  state.  Delaware’s  EMSS  Act, 
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introduced  as  S.B.  478  by  Senator  Herman 
Holloway,  Sr.,  stated  that  its  purpose  was  “to 
establish  and/or  identify  specific  roles  and 
responsibilities  in  regard  to  emergency  medical 
services  in  Delaware  in  order  to  reduce  mor- 
bidity and  mortality  rates  for  the  citizens  of 
Delaware,  and  to  ensure  quality  of  emergency 
medical  care  services,  within  available 
resources,  through  the  effective  coordination 
of  the  Emergency  Medical  Services  System.” 

This  law  formally  recognized  the  Office  of 
Emergency  Medical  Services  which  had  been 
initiated  by  Governor  Terry’s  executive  order 
in  1968.  In  addition,  the  law  defined  the  role 
and  responsibility  of  the  EMS  Office  with 
regard  to  15  essential  EMS  components  that 
had  been  identified  and  established  by  federal 
law.  These  components  are  in  Appendix  B. 

This  was  indeed  a comprehensive  piece  of 
legislation  designed  to  ensure  both  quantity 
and  quality  in  all  components  and  phases  of 
emergency  health  care  in  Delaware.  The 
Legislature  omitted,  however,  the  section  of 
this  act  that  would  have  provided  funding  for 
the  EMS  Office  to  fulfill  its  responsibilities. 

COUNTY  EMS  COUNCILS 

For  the  past  five  years,  although  unable  to 
appropriate  money  or  purchase  equipment, 
DEMSAC  and  the  EMS  Office  have  remained 
active,  coordinating  pre-hospital  EMS 
activities  and,  in  conjunction  with  the  County 
EMS  Councils,  which  had  been  established 
ten  years  ago  as  local  extensions  of  the  State 
Council,  have  been  involved  in  a number  of 
public  information  and  educational  activities. 
Each  county  council,  in  cooperation  with  its 
xespective  hospitals,  conducts  countywide 
disaster  drills.  Public  informational  displays 
are  held  throughout  the  state.  Emergency 
physician  members  from  all  three  counties 
have  provided  seminars  and  supplementary 
training  to  volunteer  ambulance  personnel 
whose  basic  training  requirements  in  Delaware 
are  only  45  hours  (the  national  standard  for 
basic  life  support  personnel  training  is  110 
hours).  Of  considerable  significance  has  been 
the  endorsing  and  encouragement  by 
DEMSAC  through  the  EMS  Office  of  the 
training  of  selected  state  police  to  paramedic 
capability,  so  that  pre-hospital  advance  life 
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support  is  now  occasionally  available  for  the 
first  time  in  parts  of  Kent  and  Sussex  Counties. 

With  and  without  funds  to  dispense, 
DEMSAC  has  played  a key  role  in  the  growth 
and  development  of  all  phases  of  an  effective 
pre-hospital  care  system,  from  teaching  the 
public  how  to  gain  access  to  the  emergency 
health  care  system,  to  the  dispatch  and 
communications  needed  to  summon  EMTs  for 
pre-hospital  care,  to  the  emergency  treatment 
facilities  themselves.  The  obvious  weak  link  in 
this  emergency  health  care  system  is  the  lack 
of  skilled  paramedics  able  to  respond  to  the 
needs  of  patients  throughout  the  state.  Those 
of  us  residing  in  New  Castle  County  are 
fortunate  to  have  well-trained,  highly-skilled 
paramedics  available  to  provide  on-the-scene 
emergency  medical  care.  But,  should  we  travel 
through  or  vacation  in  other  parts  of  the  state, 
we  forfeit  this  opportunity,  and  our  risk  of  pre- 
hospital death  or  disability  increases  signifi- 
cantly. 

STATEWIDE  PARAMEDIC  SYSTEM 

The  members  of  DEMSAC  are  now  unani- 
mous in  their  agreement  of  the  need  to  have  a 
statewide  paramedic  system  under  medical 
control.  A survey  sent  to  all  volunteer 
ambulance  companies  in  the  state  revealed  no 
opposition  to  establishing  such  a system. 
Indeed,  as  volunteers  become  exposed  to  ALS 
personnel,  be  they  paramedics  or  trooper 
medics,  they  invariably  recognize  and  support 
the  need  for  a uniform  paramedic  system  in 
the  state. 

In  October  of  1985,  DEMSAC  established  an 
ALS  Standards  Committee  which  consists  of 
the  medical  directors  of  all  hospital-based 
emergency  departments  (this  committee  is 
currently  chaired  by  Dr.  John  Sewell  of  Kent 
General  Hospital).  The  committee’s  charge 
was  to  determine  the  feasibility  and  formulate 
the  details  for  a statewide  paramedic  system. 
Pursuant  to  the  recommendations  of  this 
committee,  DEMSAC  unanimously  endorsed 
and  submitted  for  adoption  by  the  Delaware 
legislature  a proposal  for  a statewide  para- 
medic system  that  defines  the  qualifications 
and  sets  the  means  for  registering  paramedics 
on  a statewide  basis,  as  well  as  establishing  a 
medical  advisory  board  which  would  develop 
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standards  for  advanced  life  support  personnel. 
The  Act  to  establish  this  service  was 
introduced  to  the  legislature  on  May  8, 1976  as 
H.  B.  555,  by  Representatives  B.  Ennis,  Outten 
and  Quillen,  and  co-sponsored  by  19  other 
representatives  and  six  senators.  This  bill 
remained  “in  Committee.” 

The  deterrent  to  passage  at  this  time  is  not 
the  change  that  it  would  create,  since  such  a 
change  is  welcomed  by  virtually  all  parties 
concerned,  but  by  the  projected  ultimate  cost  of 
over  $5  million,  of  which  New  Castle  County  is 
already  spending  $2.3  million,  and  the  City  of 
Dover  $700,000  for  their  respective  paramedic 
systems.  All  health  care  providers  and  con- 
sumers in  the  council  strongly  endorse  the 
concept  of  a statewide  system.  The  final 
decision  and  funding  of  this  program  will  have 
to  be  made  by  our  representatives  in  the  state 
government  who,  it  is  hoped,  are  sensitive  to 
the  needs  and  wishes  of  their  constituents. 

CONCLUSION 

DEMSAC,  decreed  by  a governor’s  executive 
order  and  later  established  by  law,  has  played 
a key  role  in  the  growth  and  development  of  a 
high-quality,  pre-hospital  emergency  care 
system  in  Delaware.  Since  its  inception,  count- 
less lives  have  been  saved,  thanks  to  the  vision 
and  dedication  of  those  individuals  committed 
to  the  development  of  better  emergency  health 
care  in  the  community,  as  well  as  in  the 
hospitals’  emergency  departments.  So  long  as 
medical  emergencies  occur  in  our  communities 
and  until  all  potentially  savable  patients  are 
indeed  saved,  there  will  be  room  for  improve- 
ment in  our  EMS  system  and  a need  for  such  a 
council  as  DEMSAC. 

APPENDIX  A 

Original  Members  of  tbe  Delaware  Emergency 
Medical  Services  Advisory  Council 

Division  of  Public  Health 

Division  of  Planning  & Research 

Development,  Department  of  Health  and 

Social  Services 

Medical  Society  of  Delaware 

Association  of  Delaware  Hospitals 

Federal  State  Highway  Safety  Coordinator 
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Division  of  Central  Data  Processing 

Division  of  Emergency  Planning  & Operations 

Office  of  Inter-Governmental  Service  - State 

Communications 

Division  of  State  Police 

Division  of  Transportation 

Delaware  State  Fire  School 

State  Fire  Prevention  Commission 

Ambulance  Advisory  Committee  to  the  State 

Fire  Prevention  Commission 

Ambulance  Standards  Committee,  Delaware 

Volunteer  Firemen’s  Association 

Delaware  Chapter  of  the  American  Red  Cross 

Delaware  Heart  Association 

The  Medical  Center  of  Delaware,  Inc. 

Delaware  Safety  Council. 


APPENDIX  B 

The  role  and  responsibility  of  the  EMS  Office 

1.  The  provision  of  manpower 

2.  Training  of  personnel 


3.  Communications 

4.  Transportation 

5.  Facilities 

6.  Critical  care  units 

7.  Use  of  public  safety  agencies 

8.  Consumer  participation 

9.  Accessibility  to  care 

10.  Transfer  of  patients 

11.  Standard  medical  recordkeeping 

12.  Consumer  information  and  education 

13.  Independent  review  and  evaluation 

14.  Disaster  linkage 

15.  Mutual  aid  agreements 


APPENDIX  C 

Chairman  of  GEMSAC/DEMSAC 
1973  - 1975  Mr.  Clifford  Foster  (Acting 

1975  - 1977  Dr.  William  H.  Duncan 
1977  - 1984  Dr.  Ben  Corballis 
1984  - Dr.  James  Bouzoukis 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 
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GUEST  EDITOR:  BEN  C.  CORBALLIS,  M.D. 


Our  first  involvement  with  Ben  Corballis 
was  in  1969  when  Delaware  first  began  to 
j consider  911,  the  universal  emergency  number. 

The  Office  of  Emergency  Medical  Services 
I had  only  been  in  existence  for  one  year,  and  at 

that  time  there  was  little  direction  for  the  state 
in  the  EMS  field.  In  fact,  the  situation 
remained  that  way  for  the  next  several  years; 
then  in  1973  Governor  Sherman  W.  Tribbitt 
issued  an  Executive  Order  creating  the 
Governor’s  Emergency  Medical  Services 
Advisory  Council  (GEMSAC).  Dr.  Corballis 
I was  one  of  the  original  members  of  that 
j Council.  Ben  chaired  or  served  on  several 
i committees  of  GEMSAC  including  the  911 
committee,  the  medical  training  committee, 
and  the  subcommittee  on  training  of  phy- 
sicians and  emergency  room  personnel. 

f 1975  was  the  advent  of  the  nationwide  push 
for  EMS  systems.  Congress  made  several 
million  dollars  available  for  state  EMS 
programs.  One  stipulation  was  medical  direc- 
; tion.  Who  better  to  serve  as  medical  director 
I than  Ben  Corballis?  By  this  time  he  had 
! garnered  the  reputation  as  “Dr.  EMS”  in 


Delaware.  We  were  successful  in  our  grant 
application  to  DHEW  and  for  the  next  five 
years  were  able  to  put  together  an  EMS 
program  under  the  direction  of  Ben.  Among 
the  accomplishments  were  the  formation  of  a 
paramedic  training  school  within  The  Medical 
Center,  Delaware’s  first  advanced  life  support 
service  in  New  Castle  County,  followed  by  a 
similar  program  in  Dover. 

Dr.  Corballis  has  continued  to  be  involved  in 
EMS  in  our  state.  From  being  the  first  full  time 
emergency  physician  in  Delaware,  Ben  has 
also  twice  been  nominated  for  the  Board  of 
Directors  for  the  American  College  of  Emer- 
gency Physicians,  has  served  on  several 
committees  of  ACEP,  and  as  president  of  the 
Delaware  Chapter. 

Other  activities  of  Dr.  Corballis  include  the 
Emergency  Coronary  Care  Committee,  the 
Board  of  Directors  for  Delaware  Blue  Cross 
Blue  Shield  for  ten  years,  past  chairman  of  the 
New  Castle  County  EMS  Advisory  Council, 
and  an  appointment  by  former  Governor  Pete 
duPont  as  chairman  of  the  Delaware  Emer- 
gency Medical  Services  Advisory  Council. 
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911  is  now  a reality  in  Delaware.  Advanced 
Life  Support  activities  have  expanded 
throughout  the  state  and  plans  are  underway 
to  develop  a statewide  paramedic  program.  He 
now  chairs  the  DEMSAC  committee  working 
with  the  Castle  Administration  to  formalize 
the  Statewide  Paramedic  Systems  Concept. 
Ben  Corballis  has  been  there  for  EMS  in  the 
past,  and  knowing  Ben,  he’ll  stick  with  the 
program. 

Charles  Nabb 
Director 
E.M.S. 

PRAISE  FOR  THE  UNSUNG  HEROES 

The  articles  in  this  issue  of  the  Journal 
summarize  the  changes  which  have  taken  place 
in  the  pre-hospital  emergency  care  system 
throughout  Delaware  since  1973.  They  show 
very  clearly  that  Delawareans  have  made 
great  strides  in  coming  together  for  the 
planning,  deployment,  and  execution  of  the 
elements  necessary  to  provide  optimal  care. 
They  also  show  that  much  remains  to  be  done. 
The  present  major  goal  of  a statewide  para- 
medic system  is  critical  to  the  continuing 
improvement  of  the  system.  Unless  patients 
are  delivered  to  the  emergency  department  in 
salvageable  condition,  no  further  decreases  in 
morbidity  or  mortality  are  possible. 

Tribute  must  be  paid  to  the  thousands  of 
volunteers  who  have  made  these  advances 
possible.  These  volunteers  have  given  hun- 
dreds of  thousands  of  hours  without  remuner- 
ation so  that  the  citizens  of  Delaware  have 
available  the  appropriate  pre-hospital  care 
when  needed.  These  volunteers  include  the 
entire  spectrum  from  members  of  the  volunteer 
fire  companies  (and  their  ladies  auxiliaries 
who  support  them),  to  representatives  of 
utilities  such  as  telephone  and  power  com- 
panies, to  representatives  of  various  levels  of 
government,  to  advanced  life  support  person- 
nel, to  emergency  physicians,  to  medical  and 
surgical  specialists  in  the  hospital  who  have 
come  together  in  this  important  work.  They 
have  served  their  community  well  and  deserve 
our  appreciation  and  support  in  the  future. 

Ben  C.  Corballis,  M.D. 


COMPUTERIZED 
HEARING  AID 
DISPENSING 


• HEARING  EVALUATIONS 

• PURE  TONE  AUDIOMETRY 

• SPEECH  AUDIOMETRY 

• TYMPANOMETRY 

• ELECTRONYSTAGMOGRAPHY  (ENG) 

• AUDIOMETRIC  BRAINSTEM  RESPONSE 
TEST  (ABR) 

• INDUSTRIAL  CONSERVATION  HEARING 
PROGRAM 

• HEARING  AID  DISPENSING 

• SPEECH  AND  LANGUAGE  PATHOLOGY 

• SWIM  EAR  MOLDS 


NEW  CASTLE  • HEARING  • SPEECH  • VESTIBULAR  CENTER 

GOOD  HEARING  FOR  BETTER  LIVING  FOUNDED  IN  1978 

700  North  Clayton  Street  Suite  202  • 621  Delaware  Street 
Wilmington,  Delaware  19805  Newcastle,  Delaware  19720 
Tel.  (302)  658-3891  Tel.  (302)  322-5707 
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PRE-HOSPITAL  CARE:  A NEW  TERM  FOR  AN 
ANCIENT  CONCEPT 

Throughout  the  recorded  history  of  man’s 
existence  can  be  found  strong  evidence  of  the 
human  need  to  group  together  and  to  volunteer 
to  be  of  mutual  assistance,  one  to  the  other. 
This  behavior,  apparently  instinctive,  exists 
in  all  forms  and  at  all  levels  of  the  societies  of 
man.  Most  evident  is  its  presence  in  times  of 
sickness  and  injury,  when  the  victim  is  offered 
assistance  without  reference  to  or  expectation 
of  reward  or  compensation  to  the  giver. 

Eventually,  within  every  group  of  people, 
there  developed  a segment  of  individuals  who 
became  “healers.”  These  individuals  contri- 
buted to  the  group  by  providing  support  in 
times  of  illness  or  injury  and  were  then 
supported  by  the  group  so  that  the  service 
could  be  continued.  Succeeding  generations 
added  their  contributions  of  experience  and 
knowledge,  allowing  for  the  development  of 
organizations  related  to  the  health  or  welfare 
of  the  society. 

Even  after  some  groups  were  able  to  derive 
an  income  from  this  work,  there  remained 


FOR 

SALE 

Active  small  family  practice 
with  high  potential  in 
Newark,  Delaware. 

Call  after  6:00  p.m. 

302-731-8896 


WHY  PAY  RENT? 

Affordable  first-floor  condominium 
office  in  attractive,  well-maintained 
Professional  Center  located  in 
rapidly  growing  Pike  Creek  VaUey. 
Convenient  to  Christiana  and 
Wilmington  Hospitals.  Ideal  for 
physician’s  primary  or  satellite 
office.  Equipment  and  furniture 
may  be  purchased.  Approximately 
1100  square  feet  with  unfinished 
expandable  600-square-foot  second 
floor.  Prefabricated  walls  can  be 
rearranged  to  suit  any  need. 

For  information,  Call  Connie  Rath 
at  B.  Gary  Scott,  571-8855,  or  Elaine 
Woemer  at  B.  Gary  Scott,  999-9999. 


individuals  who  formed  volunteer  groups 
which  provided  this  service  without  pay.  In 
the  United  States,  there  are  countless  organi- 
zations providing  fire  and  ambulance  service 
on  a volunteer  basis.  These  groups  have  been, 
and  remain  today,  the  foundation  for  the 
development  of  pre-hospital  care. 

It  has  been  the  volunteer  ambulance  and 
health  workers  who  provided  services  through 
continued  dedication  to  the  concept  of  “help 
thy  neighbor.”  The  present  emergency  medical 
technician  programs  are  based  on  this  essen- 
tial quality  of  volunteerism  without  which 
such  programs  could  not  exist. 

In  1973,  the  United  States  Federal  Govern- 
ment enacted  legislation  creating  the  Emer- 
gency Medical  Services  Systems  Act.  This  law 
provided  official  recognition  of  the  need  to 
improve  pre-hospital  care  in  the  United  States. 
Funds  were  made  available  for  each  state  to 
set  into  action  programs  which  would 
eventually  develop  pre-hospital  services  under 
federal  guidelines.  These  services  would 
decrease  mortality  and  morbidity  of  citizens 
involved  in  serious  illness  and/or  injuries  in 
the  pre-hospital  setting. 
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In  1973,  through  the  efforts  of  the  New 
Castle  County  Ambulance  Service  admini- 
stration, The  Wilmington  Medical  Center 
administration,  and  Doctors  for  Emergency 
Services  (DEES),  a pilot  program  for 
increasing  the  knowledge  and  techniques  of 
ambulance  attendants  was  established.  This 
program  was  unable  to  take  full  advantage  of 
the  federal  government  grant  money  because 
Delaware  lacked  some  of  the  organizational 
structure  required  to  satisfy  grant  require- 
ments. Nonetheless,  the  above  organizations 
forged  a program,  which  provided  a pre- 
hospital paramedic  course  designed  along 
federal  guidelines. 

The  course  was  provided  to  12  volunteer 
New  Castle  County  emergency  medical  tech- 
nicians-ambulance  (EMT-A).  The  instructor 
was  chosen  from  a group  of  emergency 
department  registered  nurses  who  volunteered 
to  accept  this  responsibility.  The  essential 
medical  control  was  provided  by  a physician 
from  the  DEES  in  the  emergency  department. 
An  administrator  and  the  physical  location 
for  training  were  provided  by  The  Wilmington 


Medical  Center.  In  January  1977,  the  first 
paramedic  unit  was  officially  activated  to 
supply  advanced  cardiac  life  support  to  the 
City  of  Wilmington. 

As  mandated  by  the  EMSS  Act  of  1973,  non- 
federal  private  organizations  have  been 
developed  to  provide  the  civilian  component  to 
the  establishment  of  national  standards  of 
function  for  EMTs  of  all  levels. 

The  National  Registry  for  EMTs  is  one  such 
organization.  There  are  three  ranks:  EMT-A, 
which  is  a basic  life  support  technician;  EMT- 
1,  an  intermediate;  and  EMT-P,  a paramedic. 
The  National  Registry  awards  a certificate 
requiring  yearly  renewal  to  those  EMTs  who 
successfully  complete  didactic  and  practical 
examinations  in  all  aspects  of  pre-hospital 
care. 

Another  organization  is  the  AMA-sponsored 
Committee  on  Allied  Health  Education 
Accreditation.  This  organization  grants  accredi- 
tation to  qualifying  pre-hospital  and  para- 
medic training  programs  in  all  branches  of 
medicine,  including  EMT  schools. 
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PHYSICIAN  RETIRED 

Contents  of  office 
for  sale. 

Hamilton  Tables, 
Cabinets,  etc. 
Condition  like  new. 
Must  see  to 
appreciate. 

Terms  available. 

Call  656-5202 
or  998-2838 
and  leave  message. 


The  question  of  impact  of  these  services 
must  be  addressed.  Has  all  the  training  and 
establishment  of  the  necessary  bureaucratic 
organization  been  worth  it?  The  answer  is  yes, 
yes,  yes.  Can  we  provide  proof  of  this  claim? 
The  problem  is  not  one  of  providing  glowing 
statistics;  the  problem  is  not  knowing  what 
went  on  before  the  existence  of  the  present 
system.  No  records  were  kept,  no  standard  of 
care  existed,  no  medically-trained  individuals 
arrived  at  the  scene  of  the  pre-hospital 
incident. 

Now,  by  the  mere  dialing  of  the  telephone,  a 
citizen  can  summon  intensively-trained  para- 
medics armed  with  sophisticated  defibrillating 
devices,  intravenous  fluids,  medications, 
MAST  trousers,  immobilization  devices,  endo- 
tracheal tubes,  oxygen  equipment,  and 
sufficient  knowledge  of  the  functions  of  the 
body  in  illness  and  injury  to  apply  these 
devices  in  a manner  which  definitely  reduces 
morbidity  and  mortality  as  has  never  before 
been  possible.  All  of  this  occurs  under  direct 
radio  communication  with  a trained  emer- 
gency physician. 


In  addition,  the  patient  can  be  transported 
from  the  scene  via  ambulance  or  helicopter 
into  the  environment  of  a Level  I trauma 
facility  staffed  by  highly  trained  physicians 
and  RN  specialists. 

F or  physicians  in  Delaware,  a reminder  is  in 
order.  If  during  your  office  hours  you  desire  the 
services  of  a paramedic,  dial  911  and  request, 
“Paramedic  services.”  This  will  bring  you 
trained  individuals  who  are  in  contact  with 
the  emergency  department  and  will  function 
under  its  control.  If  you  desire  to  be  included  in 
the  care  of  the  patient  while  paramedics  are 
present,  you  may  do  so  by  calling  the  base 
physician  and  confirming  this.  You  may  also 
ride  with  your  patient  in  the  ambulance  to 
direct  the  paramedics  in  cooperation  with  the 
base  physician. 

If  you  desire  only  ambulance  service,  dial 
911  and  request,  “Ambulance  transport  only.” 
This  will  provide  you  with  personnel  trained  to 
an  EMT-A  level  who  will  transport  your 
patient  but  who  are  not  under  radio  control  of 
the  base  hospital  or  its  physician. 

Howard  A.  Lovett,  Jr.,  M.D. 

Dr.  Lovett  has  been  with  Doctors  for  Emer- 
gency Services  since  its  formation. 

DOESN’T  EVERYONE  DESERVE  PARAMEDIC 
SERVICES? 

During  the  early  1970s,  coronary  care  units 
became  the  standard  location  in  which  to  treat 
the  heart  attack  or  suspected  heart  attack 
victim.  Death  rates  firom  heart  attacks  dropped 
nearly  in  half,  but  it  became  evident  that  if  we 
were  to  save  other  “hearts  too  good  to  die,”  we 
would  have  to  extend  the  coronary  care  unit 
into  the  community.  In  a similar  fashion,  the 
Viet  Nam  conflict  taught  us  that  rapid  treat- 
ment of  the  trauma  victim  significantly 
reduced  mortality  and  morbidity.  Dr.  R.A. 
Cowley  brought  the  concept  of  the  “golden 
hour”  to  the  battle  fields  of  our  highways  when 
he  developed  the  paramedic-shock/trauma 
system  of  trauma  treatment  for  Baltimore  and 
Maryland.  The  system  of  emergency  care  thus 
evolved  to  include  trained  first  responders  and 
then  hospital  emergency  department  and 
special  units  to  receive  the  stabilized  patient 
for  medical  care  or  surgery. 
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Glasrock 
Home  Health 
Care 


Think  of  us  for: 

‘Respiratory  Care  Program -fles 

piratory  therapist  gives  home  instruction 
and  schedules  periodic  home  visits  while 
using  our  equipment. 

‘Home  Ventilator  Program -/A  com- 
plete program  designed  to  provide  a smooth 
transition  from  the  hospital  to  home  for  those 
patients  requiring  mechanical  ventilation. 

‘Apnea  Monitoring  Program-7/)e 

latest  in  infant  monitors  plus  24-hour  sup- 
port from  our  staff. 

‘Diabetic  Monitoring  Training 

are  certified  training  centers  for  the  most 
widely  accepted  diabetic  monitors  and 
supplies. 

‘Enteral  Nutrition  Support  Program 

—A  complete  line  of  bags,  tubes  and  for- 
mulas to  fill  your  needs  for  food  pump  or 
gravity. 

‘Pain  Management— 75A/S,  biofeed- 
back and  muscle  stimulators  for  rental  and 
sale  on  your  prescription. 

‘Ostomy  Care  Centers— Our  staff  is 
trained  in  ostomy  care  and  products.  IVe 
ship  anywhere  by  UPS. 

* And,  a complete  selection  of  home  health 
care  needs. 


Glasrock  Home  Health  Care 


The  key  to  the  whole  system  is  trained 
advanced  life  support  technicians,  ie,  para- 
medics, available  to  evaluate,  stabilize,  and 
transport  the  critical  patient  rapidly  into  the 
second  stage  of  the  system.  For  several  years. 
New  Castle  County  and  the  City  of  Dover  have 
had  paramedics  who  have  literally  been  saving 
lives  on  a regular  basis  by  using  their  learned 
skills.  The  rest  of  Delaware  deserves  and  needs 
this  crucial  service. 

A state- wide  paramedic  service  makes  sense 
for  our  small  state,  as  duplication  of  admini- 
strative and  educational  costs  would  be 
eliminated.  This  would  be  the  first  state-wide 
system  in  the  United  States,  and  could  become 
a model  for  other  states  to  emulate. 

The  argument  that  volunteers  are  doing  a 
good  job  and  their  skills  should  be  upgraded  is 
fallacious.  This  is  like  saying  that  part  time 
volunteers  could  be  trained  to  become  state 
police,  or  that  we  can  train  volunteers  to  be  the 
teachers  who  educate  our  children.  There  are 
too  many  skills  to  master  to  allow  a part  time 
lay  person  to  become  an  extension  of  the 
physician  in  the  community. 

The  current  paramedic  training  program 
calls  for  more  than  1,000  hours  of  classroom 
and  on-the-job  internship,  as  well  as  a con- 
tinuous updating  of  knowledge  requirements- 
certainly  out  of  the  question  for  a volunteer  to 
undertake,  no  matter  how  well-meaning  he  is. 

We  who  have  been  in  emergency  medicine 
long  enough  to  have  witnessed  the  evolution  of 
the  current  system  of  paramedic  to  emergency 
physician  to  special  care  unit  appreciate  the 
absolute  need  for  all  three  aspects  of  the 
system  to  be  staffed  by  properly  qualified 
personnel.  The  most  brilliant  surgeon  in  the 
world  must  have  a live  patient  on  which  to 
operate. 

I urge,  for  the  sake  of  the  citizens  of 
Delaware,  that  Governor  Castle  and  our  law- 
makers enact  legislation  initiating  a state- 
wide paramedic  service  immediately. 


Concord  Pike  1 908  Kirkwood  Highway 
Independence  Mall  Newark 

(302)  655-6990  (302)  644-1 1 02 

504  N.  DuPont  Highway,  Dover 
(Across  from  K-Mart) 

(302)  674-2210 


Charles  Allen,  M.D. 


Dr.  Allen  practices  emergency  medicine  at 
Kent  General  Hospital,  Dover. 
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AUTOMATIC  DEFIBRILLATOR  USE  IN 
DELAWARE 

Anyone  who  has  practiced  emergency 
medicine  in  an  area  without  advanced  life 
support  knows  that  CPR  is  no  substitute  for 
defibrillation  in  the  patient  who  fibrillates 
outside  the  hospital.  In  New  Castle  County 
and  in  Dover,  the  ambulances  are  staffed  by 
paramedics  who  can  defibrillate  patients  in 
the  field.  Unfortunately,  this  level  of  care  is 
not  available  to  the  citizens  of  Kent  and 
Sussex  Counties,  and  many  deaths  result. 

An  alternative  to  the  development  of 
advanced  life  support  in  pre-hospital  care  is 
the  training  of  basic  life  support  personnel  to 
defibrillate.  Early  trials  with  Emergency 
Medical  Technician  (EMT)  defibrillation 
showed  an  improved  survival  rate  in  out-of- 
hospital  cardiac  arrest  victims,  but  the 
training  required  by  the  EMTs  was  expensive 
and  time  consuming  because  of  the  complexity 
of  dysrhythmia  recognition.  Futhermore, 
frequent  refresher  courses  were  necessary  to 


maintain  their  skills  at  a high  level.  Because 
of  these  problems,  defibrillation  remained  a 
modality  available  only  to  physicians  and 
paramedics.  What  was  needed  was  a technical 
breakthrough  which  would  relieve  the  EMT  of 
responsibility  for  dysrhythmia  recognition. 
Two  companies,  PhysioControl,  and  Cardiac 
Resuscitator  Corporation,  now  produce  defib- 
rillators which  are  equipped  with  a micro- 
computer capable  of  recognizing  ventricular 
fibrillation  and  controlling  the  defibrillator’s 
operation. 

About  one  year  ago,  the  emergency  depart- 
ment at  Kent  General  decided  to  sponsor  the 
first  Emergency  Medical  Technician  - Defibril- 
lator program  in  Delaware.  This  was  a 
decision  we  took  seriously  and  which  we  made 
with  some  trepidation.  Because  of  the  lack  of 
advanced  life  support  back-up,  we  decided  to 
require  current  certification  from  the  National 
Registry  as  a prerequisite  for  training  our 
EMTs  in  the  use  of  the  automatic  defibrillator. 
We  have  also  maintained  close  medical  control 
over  the  instrument.  Because  of  the  dependa- 
bility of  the  automatic  defibrillator,  the  high 


IJOW  to  test  the  waters  of 
riexpanding  a practice 


1 


without  getting 

The  floor  space  in  a 
medical  office  doesn't 
usually  grow.  Omega 
Medical  Center  has  an  exciting  way  to 
^llow  your  office  space  to  grow  in  propor- 
tit  p to  your  patient  load.  We  offer  a 
kible  arrangement  of  office  suites  and 
^mining  rooms  which  you  can  lease 
according  to  your  needs — for  as  little 
as  a few  hours  a week  or  as  much  as 
8 hours  a day.  Call  Deirdre  O'Connell  at 
302/368-5100  to  look  at  our  money- 
saving ideas  for  your  expanding  practice. 
After  all,  expanding  shouldn't  take  the 
wind  out  of  your  sails. 

mega  Medical  Center  • Located  opposite  the  new  Christiana  Hospital 
15  Omega  Drive,  Building  K • Newark,  Delaware  19713  • 302/368-5100 
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quality  of  the  people  trained  to  use  it,  and  our 
tight  medical  control,  our  experience  has  been 
positive. 

We  hope  that  the  physicians  of  Delaware 
will  remain  actively  involved  in  the  develop- 
ment of  pre-hospital  care  in  this  state.  No  one 
else  is  better  qualified  to  insure  that  the  public 
receives  the  best  care  available. 

William  D.  Rogers,  Jr.,  M.D. 

Dr.  Rogers  practices  emergency  medicine  at 
Kent  General  Hospital,  Dover. 

EMERGENCY  MEDICINE:  THE  NEWEST 
RESIDENCY 

Although  medical  emergencies  have  existed 
throughout  the  ages,  the  specialty  itself  is 
relatively  new.  Emergency  departments  that 
were  once  staffed  by  part  time  physicians, 
moonlighting  residents,  and  undertrained 
housestaff  have  been  replaced  by  residency 
trained  specialists  in  emergency  medicine. 

The  first  emergency  medicine  residency  was 
established  in  1971  at  the  University  of 
Cincinnati.  In  the  past  14  years  the  field  has 
experienced  tremendous  growth.  There  are 
currently  65  training  programs  in  the  country. 
Most  programs  are  located  on  the  east  and 
west  coasts,  with  California,  Ohio,  Michigan, 
and  the  Middle  Atlantic  states  having  the 
greatest  number.  Thirty-four  are  university 
based,  while  the  remaining  33  programs 
represent  a wide  range  of  training  environ- 
ments. All  are  subject  to  approval  by  the 
Residency  Review  Commission  (RRC)  in  Emer- 


gency Medicine  of  the  AMA’s  Accreditation 
Council  for  Graduate  Medical  Education. 

The  American  College  of  Emergency  Physi- 
cians in  conjunction  with  the  Society  of 
Teachers  of  Emergency  Medicine  have  estab- 
lished guidelines  for  residency  programs.  The 
average  program  will  be  at  an  institution  in 
which  a significant  number  of  critically  ill  or 
injured  patients  are  seen  annually  in  the 
emergency  department.  The  duration  of  all 
programs  is  36  months.  Residents  usually 
enter  at  the  PG  1 level,  but  several  programs 
begin  at  PG  2.  Residents  must  spend  50% 
of  PG  1 and  2 in  emergency  department 
rotations.  In  addition  to  duration,  all  programs 
must  adhere  to  a prescribed  core  curriculum 
that  attempts  to  standardize  the  clinical  and 
didactic  education  a resident  receives  in  the 
major  medical  and  surgical  emergencies  in  the 
clinical  disciplines. 

The  residency  program  in  emergency 
medicine  at  The  Medical  Center  of  Delaware  is 
a model  program.  Begun  in  July  of  1981,  it  was 
granted  provisional  approval  by  the  Liaison 
Residency  Endorsement  Committee  in  Novem- 
ber of  the  same  year.  Two  years  later,  the  RRC 
granted  the  program  a full  five  year  uncondi- 
tional approval  to  train  six  residents  per  year 
at  PG  1 — 3.  In  1983,  there  were  40  applicants 
for  the  six  first-year  spots.  In  1985,  this  swelled 
to  more  than  300  applicants,  reflecting  the 
national  increase  in  interest  in  the  emergency 
medicine  residency. 

The  first  year  of  the  residency  program  is  a 
rotating  internship.  The  second  and  third 
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years  include  the  required  six  months  of 
emergency  medicine  rotations,  plus  rotations 
in  other  specialties  with  emphasis  in  critical 
care.  In  addition,  the  resident  receives  expo- 
sure to  administration  and  pre-hospital  care. 
At  The  Medical  Center  of  Delaware,  there  is  24 
hour  attending  supervision  in  accordance  with 
the  American  College  of  Emergency  Physi- 
cians and  the  Society  of  Teachers  of  Emer- 
gency Medicine’s  recommendations.  There  are 
several  university-based  programs  which  do 
not  have  24  hour  attending  supervision.  Each 
resident  must  complete  at  least  one  publish- 
able research  project. 

Research  is  becoming  an  integral  part  of  all 
training  programs.  The  University  Associa- 
tion of  Emergency  Medicine  was  established 
in  1971  to  promote  original  research  to  further 
the  scientific  foundation  of  emergency 
medicine.  Toxicology,  resuscitation  (cardiac 
and  cerebral),  environmental  health,  and  pre- 
hospital care  are  the  primary  areas  of  research 
at  the  present  time.  Several  residency  pro- 
grams have  developed  fellowships  in  these 
fields. 


JEFFERSON  MEDICAL  COLLEGE 

THOMAS  JEFFERSON  UNIVERSITY 
in  Historic  Philadelphia 

THE  DEPARTMENT  OF  SURGERY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

present 

CURRENT  ISSUES  IN  MORBID  OBESITY 
at 

The  Barclay  Hotel 

Philadelphia,  Pennsylvania 

Thursday,  March  12, 1987 

This  is  a multi-disciplinary  program  designed  to  provide 
insight  into  the  consequences  of  morbid  obesity.  The 
program  will  provide  physicians  with  a better  appreciation 
and  understanding  of  the  current  medical,  surgical,  and 
psychological  treatment  of  morbid  obesity,  and  will 
include  considerations  of  history,  techniques,  and  bio- 
logical aspects  of  the  problem. 

• limited  to  125  participants 

• 6 credit  hours  in  Category  1 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

James  E.  Colberg,  M.D.,  Course  Director 

Jerome  J.  Vernick,  M.D.,  Course  Director 
(215)  928-6925 


When  you  and  your  patients  need  help,  we’re  ready  with  . . . 

• A full  range  of  traditional  physical  therapy  procedures  and 
sophisticated  electronic  stimulators  to  relieve  pain  and 
muscle  spasms. 

• A Low  Back  School,  a learning  experience  to  help  decrease 
low  back  pain,  and  help  your  patients  learn  to  manage  their 
pain. 

• A Key  Functional  Capacity  Assessment  program  to  help  you 
determine  if  your  injured  patient  is  ready  to  return  to  work, 
what  tasks  he  or  she  can  safely  do,  and  for  how  long. 

Call  us  for  more  information  or  an  appointment. 

BARLEY  MILL  REHABILITATION 

Physical  Therapy  Services/Greg  Rybicki,  P.T, 

Where  rehabilitation  is  more  than  just  a word 

physician’s  referral  required 

KIRK  MILL  BUILDING  • BARLEY  MILL  PLAZA  • 4305  LANCASTER  PIKE 
WILMINGTON,  DELAWARE  19805  • TELEPHONE  302/995-6095 
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By  the  completion  of  an  approved  residency 
in  emergency  medicine,  the  resident  is  a highly 
qualified  physician  trained  to  practice  state- 
of-the-art  emergency  medicine  wherever  he  or 
she  chooses. 

Jay  S.  Feldstein,  D.O. 

Dr.  Feldstein  is  a member  of  Doctors  for 
Emergency  Services. 

NO  MORE  SCOOP  AND  RUN 

That  Dr.  Ben  Corballis  is  a mover  and 
shaker  came  through  loudly  and  clearly  to  me 
as  I read  these  papers  prior  to  their  publication. 
Although  the  modernization  of  emergency 
medical  treatment  was  as  inevitable  in 
Delaware  as  elsewhere  throughout  the  nation, 
readers  of  this  issue  cannot  help  but  be 
impressed  with  the  rapidity  of  Delaware’s 
forward  progress,  including  the  enormous  new 
responsibility  allocated  to  the  emergency 
medical  technicians  who  now  ride  the 
ambulances. 

I hope  that  those  who  read  this  narrative, 
told  from  the  perspective  of  the  people  who 
developed  our  present  system,  will  add  some  of 
their  own  comments,  memories,  and  anecdotes 
about  emergency  medical  treatment  during 
the  past  several  decades,  by  writing  to  the 
Editor. 


A nursing  center  so  nice, 
it  feels  like  home. 

• skilled  and  intermediate  care 
• out-patient  physical  therapy 

• in  house  physical,  speech,  and 
occupational  therapy 

■ respite  care 

Leader  Nursing 
i Rehabilitation 
Center 

700  Foulk  Road 
Wilmington 
(302)  764  - 0181 


JEFFERSON  MEDICAL  COLLEGE 
THOMAS  JEFFERSON  UNIVERSITY 

THE  DEPARTMENT  OF  OTOLARYNGOLOGY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

present 

ADVANCED  LASER  FOR 
HEAD  AND  NECK  SURGERY 

at 

The  Hyatt  Regency  Hilton  Head 
Hilton  Head  Island,  South  Carolina 

March  25  - 28,  1987 
Anesthesiologists 

and 

Otolaryngologists 

* limited  to  75  participants 

* 16  credit  hours  in  Category  1 

* participation  includes  four  (4) 

half  day  sessions 

* fee:  $500.00 

Registration  fee  includes  course  syllabus,  continental 
breakfast,  coffee  break  and  an  evening  reception. 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

Louis  D.  Lowry,  M.D.,  Program  Director 
(215)  928-6784 


MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 
The  Health  Care  Group, 
400  GSB  Building, 
Bala  Cynwyd,  Pa.  19004 
(215)  667-8630. 
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3400  Market  Street 


V7inter  and  high  heating  bills 

don’t  have  to  go  together! 

We  can  diagnose  very  quickly  the 
efficiency  of  your  present  gas,  oil  or 
dual-fuel  burner,  and  whetrier  it  will 
be  running  at  peak-efficiency 
during  the  cold  weather  days  ahead. 

If  yours  is  a commercial,  industrial, 
or  institutional  application, 
a good  cleaning  and  fine  tuning  by  our 
professional  technicians  can  save  you 
hundreds  of  dollars  per  operating  season. 

Now's  the  time  to  turn  to  SERVICE 
UNLIMITED,  the  HVAC  company  with 
maximum  savings  and  efficiency  in  mind 
all  the  time  ...  day  and  night  ... 

7 days  a week  ...  365  days  a year. 

Call  us.  There  isn't  any  reason  why 
you  can't  squeeze  every  BTU  out  of  every 
ounce  of  your  fuel. 

S£mC£ 

UNL/M/TEff 

762-9770 


We're  specialists  in:  Commercial. 
Industrial.  Institutional  Heating. 

Air  Conditioning,  Ventilation; 
Computer  Rooms.  Clean  Rooms. 
Constant  Temperature  and  Humidity 
Applications:  Pneumatic  and 
Electric  Control  Systems: 

Balance  of  Air  and  Hydronic  Systems: 
Management  Systems. 


Wilmington,  DE  19802 


HEATING  • VENTILATION  • AIR  CONDITIONING 


ANATOMY  OF  A REGIONAL  TRAUMA  CENTER 


Amir  Mansoory,  M.D. 


According  to  available  evidence,  a system 
designed  specifically  for  trauma  effects  a 
reduction  in  the  mortality  and  morbidity 
occurring  from  trauma.  The  system  must 
necessarily  address  the  pre-hospital  care  ren- 
dered to  the  patient  as  well  as  the  personnel 
resources  of  any  hospital  with  a specific 
commitment  to  trauma  care.  Rehabilitation  is 
also  a critical  element  for  optimal  care  of  the 
injured  patient. 

As  originally  proposed  in  the  1966  landmark 
paper,  1 categorization  of  facilities  was  to  be 
based  on  institutional  capacity  to  deal  with  the 
broad  spectrum  of  emergency  conditions.  Since 
that  time,  numerous  categorization  schemes 
have  been  proposed,  but  implementation  has 
generally  been  unsuccessful.  More  recently, 
the  National  Academy  of  Sciences  published  a 
white  paper  which  documents  deficiencies  in 
epidemiology,  prevention,  pre-hospital  care, 
hospital  care,  bio-mechanics,  and  rehabili- 
tation.^ 

In  1976,  a task  force  of  the  Committee  on 
Trauma  of  the  American  College  of  Surgeons 
(ACS)  published  a paper  concerning  trauma 
centers.^  This  report  clearly  called  for  hospitals 
to  make  a commitment  to  provide  the  re- 
sources, facilities,  and  personnel  to  address  the 

Dr.  Mansoory  is  a general  surgeon  practicing  in  Wilmington.  He  is  also 
Chairman  of  the  Delaware  State  Committee  on  Trauma  for  the  American 
College  of  Surgeons. 
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special  problems  of  seriously  injured  patients. 
The  most  recent  revision  was  published  in 
1986;  this  paper  reflects  an  excerpt  of  the 
document  and  its  appendices.^ 

A trauma  system  is  a coordinated  component 
of  an  emergency  medical  services  system 
(EMSS),  composed  of  one  or  more  trauma 
centers  with  communication  linkages  to,  and 
triage  protocols  with,  other  involved  hospitals 
and  health  care  facilities,  as  well  as  EMSS 
pre-hospital  personnel  and  transportation 
services.  This  enables  effective  management 
and  care  of  the  injured  patient  from  initial 
injury  to  complete  rehabilitation. 

A trauma  system  is  composed  of  four 
primary  components:  access  to  care;  pre- 
hospital care;  hospital  care;  and  rehabilitation. 
These  patient  components  address  the  primary 
objective  of  the  trauma  system:  the  return  of  a 
functioning  patient  to  society.  Access  to  a 
trauma  system  implies  technological  com- 
ponents such  as  911  and  radio  transmitters, 
but  it  also  implies  that  all  users  of  the  system, 
including  the  patient,  know  how  to  gain  access 
to  it. 

Pre-hospital  management  of  the  severely 
injured  patient  frequently  determines  the  final 
outcome.  Pre-hospital  care  is  primarily  com- 
posed of  ambulances,  including  fixed  wing 
aircraft  and  helicopters,  and  the  personnel 
necessary  to  provide  initial  resuscitation  and 
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triage.  It  is  essential  that  treatment  protocols 
be  established,  since  management  of  the 
severely  injured  patient  begins  with  evaluation 
and  treatment  by  the  emergency  medical 
technician  (EMT).  Any  of  the  three  levels  of 
EMT  may  begin  initial  care,  which  continues 
under  medical  control  until  the  patient  is 
admitted  to  the  appropriate  facility.  In  the 
ideal  pre-hospital  care  system  there  is  pre- 
planning, ensuring  optimal  utilization  of 
resources  between  communities  and  regions 
which  minimizes  inefficiency  and  excessive 
cost. 

It  has  been  clearly  documented  that  there  is 
a brief  period  of  time,  frequently  defined  as  the 
golden  hour,  in  which  a patient’s  resuscitation 
must  be  completed  and  definitive  care  of  his 
injury  begun.  Since  appropriate  management 
of  the  severly  injured  patient  cannot  be 
achieved  outside  the  emergency  department 
and  operating  room,  expedient  transfer  of  the 
patient  to  the  appropriate  hospital  is  impera- 
tive. The  initial  pre-hospital  resuscitation 
should  probably  be  limited  to  establishment  of 
an  airway,  application  of  pneumatic  anti- 
shock  garment,  stabilization  of  fractures, 
hemorrhage  control,  and  while  enroute  to  the 
hospital,  insertion  of  large  bore  intravenous 
catheters  and  infusion  of  Ringer’s  lactate. 
Total  patient  management  should  be  assured 
by  good  medical  communication  and  expert 
medical  control.  Unfortunately,  a current 
maxim  seems  to  be  that  the  higher  the  level  of 
the  EMT’s  certification,  the  longer  the  patient 
is  kept  in  the  field.  This  may  be  a fatal  error 
with  the  trauma  patient. 

The  recent  development  of  pre-hospital 
trauma  life  support  sponsored  by  the  N ational 
Association  of  Emergency  Medical  Techni- 
cians in  cooperation  with  the  Committee  on 
Trauma  of  the  ACS  gives  the  students  a new 
understanding  of  the  needs  of  the  trauma 
patient.'^  The  course  teaches  that  the  critically 
injured  patient  must  be  transported  as  quickly 
as  possible  without  detailed  examination  and 
treatment  of  non-critical  conditions.  The  pur- 
pose of  the  regional  trauma  system  is  to  get  the 
patient  to  the  right  hospital  at  the  right  time. 
The  right  hospital  is  the  one  that  has 
previously  been  designated  for  optimal  trauma 
care. 
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Since  a trauma  center  requires  a great  deal 
of  commitment  on  the  part  of  the  hospital 
administration,  as  well  as  requiring  the 
medical  staff  to  be  constantly  available,  a 
certain  degree  of  over-triage  is  essential  to 
make  the  center  cost-effective  and  maintain 
the  skill  of  the  personnel. 

Ideally,  medical  decisions  regarding  the 
specific  trauma  will  have  determined  the 
institutions  with  facilities  and  personnel  best 
able  to  manage  patients  with  specific  critical 
diseases  or  injuries.  Where  institutions  have 
been  so  identified,  ambulances  should  by-pass 
facilities  not  committed  to  the  immediate 
management  of  the  trauma  patient,  even  when 
located  closest  to  the  accident.  Seriously 
injured  patients  should  be  taken  to  the  center 
most  appropriately  equipped  and  staffed  to 
handle  their  specific  conditions.  When 
distances  are  great,  or  where  such  direct 
transport  is  not  feasible,  the  patient  should  be 
taken  to  the  closer  facility  , where  adequate 
stabilization  can  be  accomplished.  Then  the 
patient  can  be  transported,  if  appropriate,  to 
another  institution  according  to  previously 
established  categorization.  Such  a decision  on 
the  need  for  transfer  should  rest  with  the 
physician. 

Appendix  F clearly  defines  field  triage  of  the 
trauma  patient,  & Table  1 J This  document  not 
only  addresses  vital  signs  as  well  as  the 
Glasgow  Coma  Score,  but  considers  the  mecha- 
nisms of  injury  as  an  integral  part  of  field 
categorization  of  trauma  patients  for  triage. 
Finally,  no  pre-hospital  emergency  medical 
system  is  effective  without  adequate  medical 
control.  Usually,  this  will  involve  advice  and 
guidance  from  the  local  emergency  department 
physicians,  who  provide  physician  medical 
control  to  pre-hospital  personnel  at  the  acci- 
dent scene.  Since  the  vast  majority  of  trauma 
deaths  occur  within  a few  hours  of  injury  (60% 
of  those  who  die  do  so  within  four  hours),  the 
triage  decision  is  often  germane  to  patient 
survival. 

A trauma  system  in  a region  should  address 
the  needs  of  at  least  one  million  people  and 
should  integrate  with  neighboring  regional 
trauma  systems  regardless  of  geographical 
boundaries.  Critical  care  air  ambulance  service 
is  necessary  for  transport  of  the  severely  ill  or 
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injured  patient  from  an  accident,  or  between 
specialty  hospitals. 

The  hospital  care  component  of  a trauma 
system  is  addressed  fully  elsewhere.^  Categori- 
zation of  hospitals  for  their  capability  and 
commitment  for  care  of  the  trauma  victims  is 
the  function  of  the  EMSS  in  the  region  and  the 
state.  Legislation  may  be  necessary  to  fulfill 
such  categorization. 

In  Level  I and  II  trauma  centers,  there 
should  be  a demonstrated  commitment  by  the 
hospital  board  of  directors,  its  administration, 
medical  staff,  and  nursing  staff  to  treat  any 
trauma  patient  presenting  to  the  facility. 
Optimal  means  providing  capable  personnel 
who  are  immediately  available,  sophisticated 
equipment  and  services  that  are  frequently 
expensive  to  purchase  and  maintain,  and 
priority  access  to  laboratory,  radiology, 
operating  suites,  and  intensive  care  facilities 
and  services.  For  the  medical  and  nursing 
staff,  optimal  care  means  a commitment  to  the 
concept  of  prompt  availability,  continuing 
education,  and  quality  assurance. 

There  should  be  a minimum  of  600  severely 
injured  patients  per  year  for  a Level  I and  350 
patients  per  year  for  Level  II  trauma  centers  to 
provide  the  individual  trauma  surgeon  with 
appropriate  experience  to  maintain  skills  and 
proficiency  in  the  care  of  the  trauma  patient, 
and  make  the  center  cost-effective.  General 
surgeons  in  Level  I centers  may  be  considered 
to  have  adequate  experience  in  trauma  surgery 
if  they  treat  approximately  50  severe  and 
urgent  injury  patients  per  year.  It  becomes 
apparent  that  in  a community  of  less  than  one 
million,  only  one  Level  I or  II  trauma  center  is 
needed  to  fulfill  the  above  goals.  The  quality  of 
patient  care  is  identical  in  Level  I & II  trauma 
centers,  but  commitment  to  trauma  research  is 
required  in  Level  I trauma  centers. 

Level  III  hospitals  generally  serve  com- 
munities not  large  enough  to  support  the  more 
intensive  institutions.  However,  a Level  III 
hospital  reflects  a maximum  commitment  to 
trauma  care  commensurate  with  its  resources. 
Planning  for  care  of  the  injured  in  small 
communities  or  suburban  settings  usually  calls 
for  transfer  agreements  and  protocols  with 
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other  centers  for  the  most  severely  injured 
patients. 

Since  trauma  is  a surgical  disease,  plan  and 
development  of  local  and  regional  trauma 
systems  and  centers  must  be  done  with  full 
participation  of  those  surgeons  who  are 
expected  and  willing  to  provide  this  trauma 
care.  Surgeons  must  ensure  that  they  are  not 
spread  too  thinly;  redundancy  will  only  lead  to 
poor  utilization  of  resources,  inability  to  main- 
tain skills,  and  cost  ineffectiveness. 

A trauma  center  has  the  obligation  and 
commitment  to  establish  a quality  assurance 
program.  The  basic  Trauma  Registry,  selected 
standard,  audit  criteria,  and  TRISS  (trauma 
score/injury  severity  score)  outlined  in 
Appendix  G will  assist  any  hospital  in  its  pur- 
suit of  optimum  trauma  care.^ 

In  addition  to  the  patient  components  in  a 
trauma  system  there  are  four  additional 
components  which  are  vital  for  society  to 
address:  prevention,  disaster  medical  care, 
education,  and  research.  Prevention  activities 
are  the  most  cost  effective  method  of  reducing 
death  and  disability  from  trauma.  Unfortun- 
ately, prevention  is  also  one  of  the  most 
difficult  to  achieve  since  it  must  address  social 
issues  such  as  drunk  driving,  mandatory 
restraints  and  helmets,  handgun  control, 
violent  crime  associated  with  drugs,  just  to 
name  a few. 

A region’s  disaster  medical  care  plan  must 
be  integrated  into  the  day  to  day  activities  of 
any  trauma  system.  This  will  optimally  utilize 
the  communication,  transportation,  and  hos- 
pital resources  within  a region  when  a real 
disaster  occurs. 

There  have  been  many  recent  studies  that 
have  documented  deficiencies  in  trauma  edu- 
cation and  research  which  further  illustrates 
the  importance  of  a Level  I trauma  center  in 
any  regional  plan. 
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EMERGENCY  AEROMEDICAL  TRANSPORT  - 
THE  WAY  OF  THE  FUTURE 


Robert  O’Connor,  M.D. 


The  addition  of  aeromedical  transport  via 
helicopter  in  recent  years  has  revolutionized 
emergency  medical  services  (EMS),  and  altered 
the  practice  of  emergency  medicine.  Helicopter 
service  has  facilitated  the  development  of  a 
nationwide  regional  trauma  care  system,  and 
has  enlarged  the  potential  catchment  area  for 
each  particular  trauma  center,  thereby 
allowing  for  a concentration  of  resources.  Criti- 
cally ill  patients  can  be  transported  from  a 
large  geographic  area  to  the  best-equipped 
hospital  in  a relatively  short  period  of  time. 

Helicopters  allow  for  the  extension  of  EMS 
to  remote  rural  and  even  wilderness  areas.  For 
example,  a small  rural  community  which  is 
unahle  to  fund  a paramedic  or  ambulance  unit 
can  now  be  serviced  by  paramedics  in  heli- 
copters. In  fact,  groups  of  communities  have 
pooled  their  resources  to  fund  an  aeromedical 
program,  often  at  considerable  savings  com- 
pared to  individually  funded  ground  paramedic 
programs. 

The  most  compelling  reason  for  aeromedical 
transport  is  the  observed  increased  survival 
rate  of  the  gravely  ill  or  injured  patient  when 
compared  to  ground  transport.  This  decreased 
mortality  is  obviously  due  in  part  to  rapid 
transit;  but  it  is  also  aided  by  the  training  and 
experience  of  the  helicopter  crews  who  arrive 
at  the  scene  faster  and  can  initiate  therapy 
much  more  rapidly. 

Dr.  O’Connor  is  currently  a member  of  Doctors  for  Emergency  Service. 
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Despite  their  obvious  benefits,  helicopters 
are  not  to  he  construed  as  sophisticated 
competition  to  ground  support.  Aeromedical 
transport  is  intended  for  those  instances  when 
conventional  EMS  is  inadequate.  The  two 
systems  should  operate  synergistically  to 
enhance  EMS  for  a specific  locale. 

One  of  the  co-founders  of  the  nation’s  first 
hospital-based  helicopter  program,  Henry 
Cleveland,  M.D.,  has  said,  “It’s  an  important 
component  in  an  emergency  medical  care 
system  hut  you  have  to  have  the  total  system. 
Too  many  people  emphasize  just  the  chopper. 
It’s  good  public  relations  and  marketing,  but 
it’s  still  just  one  component.  As  long  as  you 
don’t  forget  that,  it  will  work  to  the  advantage 
of  a good  emergency  medical  services  system. 
Yet,  EMS  programs  which  utilize  helicopters 
have  found  them  to  be  an  indispensable  adjunct 
to  patient  care. 

The  first  hospital-based  aeromedical 
program  was  begun  in  1972  by  St.  Anthony’s 
Hospital  in  Denver.  The  program  was  instituted 
to  provide  emergency  care  to  isolated  communi- 
ties in  the  Rocky  Mountains.  The  hospital 
administration  quickly  realized  that  the  heli- 
copter program  provided  for  a larger  catchment 
area,  increased  numbers  of  critical  patients, 
and  most  assuredly,  free  publicity. 

By  1978,  there  were  a total  of  five  helicopter 
programs  nationwide.  By  1982,  this  number 
had  increased  to  45.  Today,  there  are  125 
civilian  and  39  military  helicopter  programs 
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nationally,  transporting  60,000  patients 
annually.  This  type  of  service  is  entering  a 
period  of  exponential  growth;  it  has  been 
estimated  that  there  will  be  500  programs  by 
1995. 

There  are  a number  of  important  considera- 
tions regarding  a hospital’s  decision  to  initiate  a 
helicopter  program.  Programs  cost  approxi- 
mately $500,000  per  year  to  maintain,  although 
one  program  has  a yearly  operating  budget  of 
$2  million.  The  average  cost  of  transporting  a 
patient  ranges  from  $950  to  $1,300.  Most 
programs  bill  for  only  a percentage  of  this  cost, 
and  collect  only  a fraction  of  the  bills,  thereby 
collecting  only  a percentage  of  a percentage.  It 
is  no  wonder  that  most  programs  operate  at  a 
loss.  Having  a helicopter  program  will 
certainly  increase  revenue  for  the  hospital;  the 
question  is  to  what  degree  will  this  offset  the 
helicopter  program’s  operating  deficit? 

Initiating  a program  requires  creative 
funding  which  the  hospital  or  another  source 
may  underwrite.  In  general,  to  assure  ongoing 
third  party  funding  requires  public  awareness 
of  the  program.  A helicopter  program  is  very 
visible,  and  requires  very  little  marketing;  the 
program  should  sell  itself. 

This  projected  increase  in  the  number  of 
helicopter  programs  necessitates  stringent 
regulation  and  control  of  air-and  groundspace. 
Kenneth  Kizer,  M.D.,  Director  of  the  State  of 
California  Department  of  Health  Services, 
said  that  airspace  jurisdiction  in  his  state  was 
integrated  into  pre-existing  EMS  systems  with 
a relative  de-emphasis  of  medical  control.  The 
goal  was  to  prevent  feuds  among  rival  heli- 
copters, and  to  maximize  efficiency  of  utili- 
zation. Prior  to  this  system’s  employment, 
helicopter  feuds  had  become  so  prevalent  that 
carrying  air-to-air  missiles  would  have  been  the 
next  step.  California  now  uses  a county- 
oriented  approach  with  a central  dispatcher 
who  screens  calls  for  interhospital  transfers 
only.  Calls  to  “the  scene”  can  be  made  only  by 
medical  or  law  enforcement  personnel,  and  are 
not  screened,  thereby  maximizing  appropriate 
utilization. 

Problems  such  as  airspace  overcrowding  and 
multiplicity  of  helicopter  response  have  not 
disturbed  Delaware.  Due  to  the  state’s  small 
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area,  EMS  organization  should  be  more 
manageable  than  California. 

The  concept  of  aeromedical  transport  was 
first  explored  locally  via  private  contractors 
who  leased  medical  helicopters  to  private 
groups.  Costs  in  the  range  of  $500,000  to  $1 
million  per  year  and  the  $950  to  $1,300  per 
flight  quickly  tempered  the  enthusiasm  of 
these  private  groups.  Purchasing  a helicopter 
might  be  appealing  for  a for-profit  group  who 
could  depreciate  it,  but  a non-profit  organi- 
zation would  lose  money. 

In  1971,  the  Delaware  State  Police  began 
transporting  patients  between  hospitals.  This 
was  especially  useful  in  pediatric  patients  as 
there  is  only  one  hospital  in  the  state  equipped 
with  infant  and  neonatal  intensive  care  units. 
The  state  police  helicopters  were  used  for  450 
interhospital  transports  per  year.  The  major 
drawback  was  that  the  sending  hospital  had 
to  send  a staff  member  along,  or  in  less  stable 
patients,  a resident  had  to  be  sent  from  the 
receiving  hospital  to  assist  in  the  patient’s 
pick-up. 

In  1984,  it  was  agreed  to  begin  the  training 
of  crew  members  to  provide  advanced  trauma, 
cardiac,  and  pediatric  life  support,  and  thus 
function  autonomously.  The  police  helicopter’s 
role  was  thus  expanded  to  include,  not  only 
interhospital  transfers,  but  at-the-scene 
response. 

In  1985,  the  first  group  of  aeromedics  were 
assigned  to  the  helicopter  on  a full  time  basis. 
Their  role  has  expanded  so  that  they  now 
conduct  1250  medical  flights  per  year.  They 
can  be  summoned  by  any  medical  or  law 
enforcement  personnel,  and  no  patient  is  billed 
for  these  services. 

Aeromedical  transport  is  here  to  stay;  in 
fact,  the  public  has  come  to  expect  this 
extremely  visible  form  of  health  care.  We  must 
be  careful  to  regulate  its  future  usage  appro- 
priately, and  ensure  its  safety  and  continued 
quality  of  care. 
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IN  BLACK  AND  WHITE 


Dennis  R.  Witmer,  M.D.,  Photographic  Editor 


TESLA  SIGNA  IMAGE 

This  is  an  image  of  a head  acquired  on  a 1.5  Tesla  Signa  system  at  GE’s  MR 
Development  Center  in  Milwaukee,  Wisconsin.  A 3 mm  slice  thickness  was  utilized. 
Courtesy  of  GE  and  the  Radiology  Department  of  The  Medical  Center  of  Delaware. 

Submitted  by  John  S.  Wills,  M.D. 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 

CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 

WEDNESDAY,  JANUARY  7,  1987 

DIAGNOSIS  AND  MANAGEMENT  OF 
PERICARDIAL  AND  ENDOCARDIAL 
DISEASE 

20  Minute  Lectures — Questions  and  Answers  (10  minutes) 

MODERATOR:  RICHARD  HELFANT,  M.D. 

3:00  to  5:30  p.m.  Clinical  Findings  in  Acute  and  Chronic  Pericarditis: 

Echocardiographic,  M.R.I.  and  Hemodynamic  Observations 

- Jan  Weber,  M.D. 

Endocarditis:  Clinical  Presentation  and  Drug  Therapy 
-Richard  McCloskey,  M.D. 

Case  Presentations  - Vanessa  Lucarella,  M.D. 

Surgical  Management  for  Patients  with  Pericardial  Disease 
-Gerald  Lemole,  M.D, 

Surgery  for  Complications  of  Endocarditis 

- Paschal  Spagna,  M.D. 

Questions  and  Answers  - The  Audience 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

**Wine  and  Cheese  Served  Following  Each  Session** 

Scheie  Eye  Institute  Auditorium 

Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 

* The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  education  for  physicians.  The  University  of 
Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22.5  credit  hours  of 
Category  I of  the  Physicians  Recognition  Award  of  the  AMA. 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
resulting  from  injury,  illness,  or 
congenital  disorder.  State-of-the-art 
equipment  includes  EMC,  biofeed- 
back, Cybex,  Dynavit,  spa-size 
whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
free  Delaware  Curative  prescription 
forms,  please  call  (302)  656-2521  or 
write  Mae  D.  Hightower-Vandamm, 
Executive  Director,  Delaware  Curative 
Workshop,  1600  Washington  Street, 
Wilmington,  DE  19802 


A DELAWARE 
WCLfVVnVE 

^ V WORKSHOP 


Cover 


The  photo  used  for  this  month’s  cover  is  by 
Ron  Cortez  of  the  News-Journal.  The  photo 
depicts  care  being  rendered  at  the  scene  of  an 
accident  on  Kennett  Pike  during  August  of 
1986.  The  picture  shows  all  of  the  component 
parts  of  thQ  pre-hospital  care  system  converg- 
ing on  the  scene  to  render  care  to  the  injured. 

From  left  to  right  is:  (carrying  a bag)  a 
member  of  the  New  Castle  County  Ambulance 
Service  Basic  Life  Support;  in  the  white  shirt 
at  the  head  of  the  patient  and  to  his  right  are 
two  of  New  Castle  County’s  Paramedics; 
opposite  them  are  members  of  the  Cranston 
Heights  Volunteer  Ambulance  Company;  to 
their  right  are  members  of  the  Cranston 
Heights  Rescue  Unit;  to  the  right  of  the  rescue 
lieutenant  is  a Delaware  State  Police  Trooper 
Medic;  and  to  the  right  of  the  helicopter  is 
another  member  of  the  New  Castle  County 


Ambulance  Division.  The  helicopter  is,  of 
course,  from  the  Delaware  State  Police,  and 
the  ambulance  is  one  provided  by  the  volunteer 
ambulance  service.  The  Paramedics  arrived  at 
the  scene  in  a non-ambulance  vehicle. 


RHINOPLASTY:  A STATE 
OF  THE  ART  SYMPOSIUM 

JEFFERSON  MEDICAL  COLLEGE 
PHILADELPHIA,  PA 
FRIDAY-SATURDAY 
MARCH  13-14, 1987 

COURSE  DIRECTORS 
Louis  D.  Lowry,  M.D.  & Herbert  Kean,  M.D. 

DESCRIPTION: 

Anatomy,  surgical  pre-op  evaluation,  cephalometric 
examination,  rhinomanometrics,  masal  endoscopy, 
photography  (still  & video),  cosmetic  considerations 
pre  and  post-operatively,  anesthesia  techniques, 
complication,  and  surgical  consideration  pre-opera- 
tively  and  intra-operatively. 

FEES: 

$350.00  Physicians 
$100.00  Residents 

LIMITED  ENROLLMENT, 

C.M.E.  ACCREDIATION 
16  HOURS  CATEGORY  1 

FOR  INFORMATION  CONTACT:  Office  of  Continuing 
Medical  Education,  Jefferson  Medical  College,  1025 
Walnut  Street,  Philadelphia,  PA  19107  (215)  928-6992. 
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R.  N.  Hindin,  M.D. 
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D.  Schetman,  M.D. 

M.  E.  Stillabower,  M.D. 
R.  R.  Strocko,  M.D. 

C.  W.  Wagner,  M.D. 

O.  S.  Weaver,  M.D. 


J.  G.  Weisberg,  M.D. 


MEDICAL  LIABILITY  INSURANCE 
Ben  C.  Corballis,  M.D.,  Chairman 


R.  S.  Alexander,  M.D. 

R.  G.  Altschuler,  M.D. 

D.  A.  Alvarez,  M.D. 

J.  Beebe,  Jr.,  M.D. 
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J.  L.  Chait,  M.D. 
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H.  M.  Freedman,  M.D. 
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R.  M.  Goodman,  D.O. 

C.  R.  Green,  Jr.,  M.D. 
O.  K.  Hamilton,  M.D. 

F.  G.  Hawkins,  M.D. 


S.  L.  Hershey,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 
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American  Cancer  Society,  Delaware  Division,  Inc.  - Charles  A.  Depfer,  D.O. 
American  Diabetes  Association,  Delaware  Affiliate,  Inc.  - Grafton  D. 

Reeves,  M.D. 

American  Heart  Association  of  Delaware,  Inc.  - Michael  E.  Stillabower,  M.D. 
Controlled  Substances  Act  Advisory  Committee,  State  of  Delaware  - Rhoslyn 
J.  Bishoff,  M.D. 

Coordinating  Council  for  the  Handicapped  Child,  Inc.  - Lyman  J.  Olsen,  M.D. 
Delaware  Chapter  Arthritis  Foundation  - James  H.  Newman,  M.D. 
Delaware  Epilepsy  Association-  S.  Charles  Bean,  M.D. 
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- Patricia  H.  Purcell,  M.D.,  Anne  Shane  Bader 
Medical  Society  of  Delaware  Auxiliary  - Mrs.  William  A.  Newcomb 
Spina  Bifida  Association  - Nina  L.  Steg,  M.D. 


CORRECTION 

In  the  October  issue  of  the 
Delaware  Medical  Journal,  the 
CT  scans  which  appeared  in  “The 
View  Box”  on  pp  689-691  were 
performed  at  Papa-Stauros 
Associates.  The  editors  regret 
that  this  contribution  was  not 
acknowledged  sooner. 


HOME  HEALTH  CARE  CENTER 


• WHEELCHAIRS 

• WALKING  AIDS 

• T E.N.S.  UNITS 

• BATHROOM 
SAFETY  AIDS 


• SURGICAL  SUPPORTS 

• ORTHOPEDIC  BRACES 

• SPORT  SUPPORTS 

• ELASTIC  STOCKINGS 

• TRUSSES 


"SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SALES  608  NO.  UNION  STREET 

RENTALS  WILM  DEL 

service  phone  652-0300 
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